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Williamson’s Office Procedures 


A book that has found its way into the practices of | consider normal office practice. Diagnostic techniques, 


family physicians from one end of the country to the therapy measures and methods of management for 


other, It will extend to a surprising degree what you 171 common diseases and disorders are here in detail. 
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Roberts— 
Difficult Diagnosis 


If you ever “strike a blank wall” in your 
efforts to pinpoint the cause of an illness, 
you'll find real help in this new book. It 
starts where standard texts on diagnosis 
stop, and gives you systematic lists and 
descriptions of those related conditions 
most apt to produce obscure illness. 

Br J. Roneats. M.D., Stall, Good Samaritan Hospital, and St 


Mary's Hospital, West Palm Beach, Florida, 913 pages, 6 
illustrated. $19.00 New ! 


Parsons & Ulfelder—Atlas 
of Pelvic Operations 


A veritable “road map” for 95 pelvie sur- 
gical procedures—ranging from curettage 
to extraperitoneal iliac lymphadenectomy. 


By Lancpon Pansoxs, M.D... Professor of Gynecology, Beston ni- 
versity School of Medicine; Chief, Department of Gynecology, Massa- 
chusetts Memorial Hospital: and Utrecorr, Assistant 
; . Harvard Medical School; Assistant 
sachusetts Ger val Hospital. Illustrated by EF, 
M.A., Surgical Artist, De partment of Surgery, Hare 
220 plates. $18.00, 


Coppince, 
vard Medical School. 231 pages, 14” x 11',", with 2 


Beckman—Drugs: Their 
Nature, Action & Use 


A simple, logical, uncluttered book giving 
you lasting understanding of the action of 
the various classes of drugs. Important 
agents in each class are covered in regard 
to source, nature, clinical effects, method of 
administration, dosage and side actions. 


By Beckmas, M.D., Director, Department of Pharmacology, 
Marquette University Schools of Medicine and Dentistry; Consulting 
Physician, Milwaukee County General Hospital and Columbia Hos- 
pital. 728 pages, 7” x 10”. $15.00. 


Shackelford: Bickham— 
Callander’s Surgery of 
the Alimentary Tract 


This monumental 3-volume work explicitly 
describes and evaluates 600 operative pro- 
cedures for 150 gastro‘ntestinal disorders. 


By Ricnarp T. SHackceronn, M.D., Assistant Professor of Surgery; 
Assisted by Hammonp J. Ducan, M.D., Assistant in Surgery, Johns 
Hopkins University School of Medicine. Three Volumes, totalling 
2575 pages, 7” x 10”, with 2800 illustrations on 1705 figures. $60.00. 


The Medical Clinics 
of North America 


A rich source of postgraduate medicine. 
Issued serially, every other month, one illustrated number of about 


300 pages. Per vear: Cloth, $18.00; Paper, $15.00. Sold only by the 
year of six consecutive numbers 


The Surgical Clinics 
of North America 


Latest techniques by America’s leading 
surgeons and specialists. 

Issued serially, every other month, one illustrated number of about 


300 pages. Per vear: Cloth, $18.00; Paper, £15.00. Sold only by the 
year of six consecutive numbers 


The Pediatric Clinics 
of North America 


A quarterly publication of the latest and 
best information on child care. 


Issued quarterly. 4 illustrated numbers a year of about 250 pages 
each. Bound in regular hard binding. Per vear, $15.00. 


Williamson—Office 
Procedures 


Describes 379 most frequently used office 
procedures—ranging from proper method 
of removing excess cerumen from the ear 
to effective use of the cystoscope. You'll 
find an abundance of hints and techniques 
relating to management of 171 common 
disorders and diseases. 


By Pavi Witiamsox, M.D. 412 pages, x 1034”, with 1100 


illustrations. $12.50. 


Wolff— 
Electrocardiography 


Dr. Wolff carefuliy describes ECG tracings 
and tells you exactly why changes occur 
with disease. He discusses their signifi- 
cance in terms of cardiac status and clinical 
diagnosis and gives you all the informa- 
tion you need to understand any ECG pat- 
tern. 


By Lours Wotrr, M.D., Assistant Clinical Professor of Medicine, 
Harvard Medical School. 384 pages, 64,” x 9',”, with 199 illus- 
trations. $7.00. Second Edition! 


Use handy order form on opposite page 


» American Medical Association is published weekly by the 
Accepted for entry as second class mail at the Postoffice at Dayton Ohio under the act of March 3, 1879. 
American Medical Association, 535 N. Dearborn St., 


American Medical Association. Subscription price, $15.00 a year, 45¢ a copy. Canadian 
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Address ‘all communications to 


Chicago 10, IIlinois 
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by America’s Physicians and Surgeons 


Fluhmann—Menstrual 
Disorders 


Practical help in understanding and treat- 
ing frustrating menstrual disturbances. 


By C. Frevenic B.A., M.D., C.M., Clinical Professor of 


Obstetrics and Gynecology, Stanford University School of Medicine. 
San Franciseo, California; Assistant Visiting Obstetrician and Gyne- 
cologist, Stanford-Lane Hospitals. 350 pages, 6” x 9”, with 121 illus- 
trations. $8.50. 


Levine—Clinical 
Heart Disease 


Here is straightforward, current informa- 
tion on the causes, diagnosis and treatment 
of heart disease by an_ internationally 
known clinical cardiologist. The art of 
clinical observation is stressed. 

By A. Levine, F.A.C.P., Clinical Professor of Medi- 


cine, Harvard Medical School; Physician, The Peter Bent Brigham 


Hospital, Boston; Consultant Cardiologist, Newton-Wellesley Hos- 


pital; Physician, New England Baptist Hespital. 644 pages, 6! x 


with illustrations, 914 electrocardiograms. $9.50. Fifth 
Edition 


Dorland’s Illustrated 
Medical Dictionary 


Now in its Twenty-third Edition, this 
famous medical dictionary defines over 
100,000 words, terms and definitions com- 
prising the language of medicine. “Dor- 
land” has been a standard of the medical 
world for more than half a century. 

Under the editorial supervision of Leste Brarvern Arty, Ph.D., 
Se.D., LL.D.; Burnows, Ph.D.; J. P. 
and Ricuann M. Hewrrt, A.M., M.D. 1598 pages, 614” x 10”, with 


more than 700 illustrations plus 50 full page plates. Flexible bind 
ing. Thumb-indexed. $12.50. Twenty-third Edition! 


Davis—Christopher’s 
Textbook of Surgery 


This famous work gives vou a clear picture 
of the best surgical practice in America 
today. Every common surgical disease is 
considered—from etiology through opera- 
tive technique to followup care. 

By 87 Contributors. Edited by Loyat Davis, M.D., Chairman of the 


Department of Surgery, Northwestern University, 1484 pages, 7” x 
10”, with 1359 illustrations on 716 figures. $15.50 Sixth Edition 


Nesselrod— 
Clinical Proctology 


This compact book is filled with practical 
help on diagnosis and management of com- 
mon proctologic disease and disorder. Eti- 
ology. symptoms, pathology. differential 
diagnosis and treatment are fully covered. 
Nessecnop, B.S... M.S.. M-Se (Med.}, M.D... 

Assistant Professor of Surgery, Northwestern 

University Medical School; Attending Surgeon, Division of Proe« 


Evanston Hospital, Evanston, Illinois. 296 pages, 6” x 9!, 
Second Edition 


tology, 
illustrated. $7.00 


Wells— 
Clinical Pathology 


A valuable book for the practicing physi- 
cian, telling when laboratory tests may be 
useful in diagnosis; exactly what tests to 
use; what findings mean in terms of dis- 
ease; possible inadequacies and sources of 
error in tests. 

By Bessamin B. Weirs, M.D., Ph.D., V. A. Hospital, New Orleans; 
former Professor of Medicine and Chairman of the Department of 


Medicine, Creighton University School of Medicine, Omaha. 540 
pages 6” x 9”, illustrated. $8.50. Second Edition 


Why not give your practice or that of a colleague 
the benefit of one or more of these fine books now? 


W. B. SAUNDERS Company, W. Washington Square, Phila. 


Order 
Today! 


Please send me the following books: 


(] Charge my account: ) Easy Payment Plan ($5.00 per month) 
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LOUIS N. KATZ, M.D. 
Director, Cardiovascular Department, 
Medical Research Institute, Michael 

Reese Hospital, Chicago 

JEREMIAH STAMLER, 

M.D. 


Previously Assistant Director, Cardio- 
vascular Department, Medical Research 


can Heart Association; Presently Di- 
rector, Heart Disease Control Pro- 
gram, Chicago Board of Health 


and RUTH PICK, M.D. 


Assistant Director, Cardiovascular De- 


The role of nutrition and its regulation by hormones on the 
development of atherosclerosis is considered fully in this 
new book. The authors present all current findings in the 
field, with many practical suggestions and sound recom- 
mendations for prevention and treatment. 


New Book. 146 Pages. 


$17.50. 


New 6th Edition. This internationally acknowledged work presents 
pathology as a study of disease in its basic aspects, not merely the 
gross and microscopic changes seen after death. Formerly published 
as Pathology of Internal Diseases it is, in effect, a new book rather 
than a new edition. 


Stimson and Hodes—A Manual of the 
Common Contagious Diseases 


By PHILIP MOEN STIMSON, A.B., M.D., Professor of Clinical 
Pediatrics, Cornell University Medical College ; and HORACE 
LOUIS HODES, A.B., M.D., Pediatrician in Chief and Director, 
Department of Pediatrics, Mt. Sinai Hospital, New York. 624 
pages. 84 illustrations and 10 plates, 8 in color. 16 tables. Flexible 
binding. Sth edition. $8.50. 


“This excellent book brings together most of the significant informa- 
tion available today concerning the common contagious diseases. It 
can be recommended highly.”—J/. of the American Medical Asso- 
ciation, Vol. 163, No. 10. 


WASHINGTON SQUARE, PHILADELPHIA 6, PA. 


Canadian Agent: The Macmillan Co. of Canada, Ltd., 70 Bond St., Toronto 


LEA & F EBIGER 


Please enter my order and send the books indicated below: 


(.] Check enclosed (C) Bill me at 30 days. 
C) Katz, Stamler and Pick—Nutrition and Atherosclerosis........... 


De. (please print)... 


Il.A.M.A, 12-13-58 


Institute, Michael Reese Hospital, and P. ° 
Established Investigator of the Ameri- New 195& Book — Just ublished ! 


Atherosclerosis, together with hypertension, is the most important pathologic 
process producing morbidity and mortality in the United States. It is present in 


partment, Medical Research Institute, the coronary arteries of a majority of American males over 25 years of age and 
lished Investigator of the American is recognized as the number one killer, not only of the elderly, but of the middle ¥ 


wicert Association aged (particularly men) who are in the prime of life. 


Boyd—Pathology for the Physician 


By WILLIAM BOYD, M.D., Dipl. Psychiat., M.R.C.P. (Edin.), Hon. F.R.C.P. (Edin.), F.R.C.P. (Lond.), 
F.R.C.S. (Can.), F.R.S. (Can.), LL.D. (Sask.), (Queens), D.Sc. (Man.), M.D. (Oslo), Professor Emeritus of 
Pathology, The University of Toronto; Formerly Professor of Pathology, The University of Manitoba and the 
University of British Columbia. 900 pages, 7” x 10”. 489 illustrations and 12 plates in color. New 6th edition. 


() Stimson & Hodes—Manual of the Common Contagious Diseases. .$ 8.50 


Nutrition and 


Atherosclerosis 


Every cardiologist, internist, dietitian, nutritionist, biochem- 
ist, epidemiologist, public health physician and modern- 


thinking general practitioner will find helpful the chapters 


on nutrition and atherosclerosis, hormonal and other endo- 


genous factors, prophylaxis and therapy. 


67 Illustrations. $5.00 


Three new chapters have been added: Diseases of Joints; Diseases 
of Muscles; and The Physiology and Pathology of the Internal 
Environment. “Dr. Boyd's writing continues to be lucid and au- 
thoritative. His book is highly recommended even for those presently 
owning the fifth edition.”—Pennsylvanta Medical Journal. 


Goldberger—Unipolar Lead Electrocardiography 
and Vectorcardiography 


By EMANUEL GOLDBERGER, M.D., F.A.C.P., Associate At- 
tending Physician, Montefiore Hospital; Lecturer in Medicine, 
Columbia University, New York. 601 pages. 312 illustrations. 
3rd edition. $10.00. 

Dr. Goldberger describes, with clarity and conciseness, abnormalities 
of the heart in terms of standard leads, augmented unipolar extremity 
aV leads and unipolar precordial V leads. This edition contains a 
12-chapter section on vectorcardiography, including fundamental 
principies. “Recommended without State Jl. of 
Medicine. 


(We pay postage if remittance in full accompanies your order) 


((] Charge under your partial payment plan. 


Boyd—Pathology for the 
() Goldberger—Unipolar Lead EKG’s and Vectorcardiography...... 


Address... 


Zone — 


4 
by 
The 
: 
Hs 
aa 
we 
39, 
$17.50 
es $10.00 


WHEN 
BLOOD 
PRESSURE 
MUST 


AS IN THIS CASE’: 
Fundus of 62-year-old 
female who has had severe 
hypertension for many 
years. Photo shows effect 
of pressure at a-v 
crossings and various 
types of hemorrhage. 


In Serpasil-Apresoline the a 

mild calming and antihyper- 

tensive effects of Serpasil 

complement the more marked 

antihypertensive action of 

Apresoline. Thus, Apresoline is 

effective in lower dosage, resulting in a notable reduction of side effects. ‘“Hydral- 
azine [Apresoline] in daily doses of 300 mg. or less, when combined with reser- 
pine, produced a significant hypotensive effect in a large majority of our patients 


with fixed hypertension of over three years’ duration.” 


1. Bedell, A. J.: Clin. Symposia 9:135 (Sept.-Oct.) 1957. 2. Lee, R. E., Seligman, A. M., Goebel, D., Fulton, L. A., and 
Clark, M. A.: Ann. Int. Med. 44:456 (March) 1956. 


SUPPLIED: TABLETS #2 (standord-strength, scored), each containing 0.2 mg. Serpasil and 50 mg. Apresoline hydrochloride. 
TABLETS *! (helt-strength, scored), each containing 0.1 mg. Serpasil and 25 mg. Apresoline hydrochloride. 


SERPASIL® (reserpine CIBA) 


APRESOLINE® hydrochloride ® 
(hydralazine hydrochtoride CIBA) 
SERPASIL®- APRESOLINE® hydrochloride 
(reserpine and hydralazine hydrochloride CiBA) 


B A SUMMIT, WN. J. 


| 


All are available from your 
local Authorized Camp Sur- 
gical Supply Dealer. 


CAMP CERVICAL COLLARS 


¥ 


CAMP THOMAS COLLARS 


The plastic Camp Thomas Hyperextension collar is 
non-toxic, washable and lightweight . . . ideal as 
an intermediate cervical support where prolonged 
hyperextension is indicated in treatment of the cer- 
vical syndrome, subluxations, arthritis and cervical 
radiculitis injuries. Fitted with a lock buckle and 
snap button clasp . . . it is easily adjustable and 
allows partial lateral head movement. 

The base and top of the collar is edged with nauga- 
lite covered foam rubber for comfort and long, serv- 
iceable wear. Available in five circumferences and 
heights. 

The Camp Thomas Flexion Collar has the same 
scientific design and is made of the same materials. 
The low front and added height in the back place 
the spine in a restful position of modified flexion. 
Available in small and large circumferences and in 
three heights. 


Easy-to-Use and Therapeutically Effective 


— 


CAMP LEWIN COLLARS 


Doctors have found the Camp Lewin wrap-around 
cotton collar exerts the protective, compressive, dis- 
tractive force needed for many conditions: when 
taking roentgenograms in cases of acute injuries 
with or without deformity, rheumatoid myositis (fib- 
rositis), brachial neuropathy radiculitis, the neck- 
shoulder-hand syndrome, muscle injuries and sub- 
luxations of vertebral articular facets and as a first 
aid measure. It offers (1) prevention of further injury 
(2) air draft protection (3) body heat retention (4) 
comfort (5) mild traction. Because of its utility and 
efficiency, particularly in emergencies, many doc- 
tor’s offices are stocked with Camp Lewin Collars. 
Three sizes — small 66”, medium 78”, large 96". 
Another model, providing slightly more rigidity, is 
made of %” thick foam rubber, vulcanized to rayon 
satin with soft cotton lining. Available in the same 
sizes as the cotton model. 


Jackson, Michigan 


S. H. CAMP and COMPANY 
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Portland physicians find that Serpasil® 
does more than reduce high blood pressure 


Physicians in Portland, Maine, have found 
that Serpasil has advantages beyond its anti- 
hypertensive action: 

i. With its rather pronounced central effect 
Serpasil calms patients who are frankly 
anxious or tense, as well as hypertensive. 

2. The heart-slowing action of Serpasil re- 
lieves the tachycardia that so often compli- 
cates high blood pressure. 

These facts were brought out by 450 U.S. 
physicians who were interviewed in a world- 
wide survey* conducted by CIBA. They 
reported that 74 per cent of 871 patients 


treated with Serpasil for hypertension with 
anxiety-tension had excellent or good over- 
all response, while 80 per cent of 261 pa- 
tients treated for tachycardia had good or 
excellent response. 

Their experience offers good reason to pre- 
scribe Serpasil whenever marked anxiety- 
tension or tachycardia accompany high 
blood pressure. 


C 1 B A summr, 


SERPASIL® (reserpine CIBA) 


*Complete information about the results of 
this survey will be sent on request. 2 /2007m0 
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SPONTIN IN SERIOUS 


A Special Report from Abbott 
to the Medical Profession 


on a Year’s Clinical Experience 


with SPONTIN® 


In a Spanish province, a patient lay dying of 
endocarditis. A short wave radio appeal for 
SPONTIN was intercepted by a Baltimore physi- 
cian. The antibiotic was immediately flown to 
this faraway land, and 10 days later—the patient 
had recovered. 

In Chicago, a moribund patient had been 
administered 18 combinations of 10 different 
antibiotics without success. Involved was a hos- 
pital-acquired staphylococcal pneumonia — plus 
complications. SPONTIN was substituted and the 
patient lived. 

A five-week-old infant was critically ill with 
staphylococcal enteritis. Treatment failures in- 
cludederythromycin and chloramphenicol. Three 
days of SPONTIN saved this life. The list is long 
and impressive and it grows daily. 

Recently, a study' was made of serious and 
resistant staphylococcal infections reported to 
Abbott Laboratories. Many of these cases had 
serious complicating diseases—many were mori- 
bund, or almost so, at the time SPONTIN was 
started. Yet, out of the 160 staphylococcal cases 
studied, 93 were reported cured and 38 improved 
after the administration of SPONTIN. 

Out of the total of 251 patients with severe 
infections caused by gram-positive or mixed or- 
ganisms, 149 were reported cured and 53 others 
improved. And the record for pediatric practice 
was every bit as good. 

Additionally, SPONTIN continues to exhibit ex- 
ceptional bactericidal activity against coccal in- 
fections*. And, according to another study, 
SPONTIN provides successful short-term therapy 
in endocarditis*. 


(Ristocetin, Abbott) 


Only last October, at the Antibiotics Sym- 
posium in Washington, D. C., a panel of six 
leading antibiotic experts placed SPONTIN 
at the top of all other commercially-available 
antibiotics for treating serious staphylococcal 
infections. Also, six papers—all dealing with the 
effectiveness of ristocetin (SPONTIN® ) in treating 
staphylococcal infections—were presented at the 
Symposium. 

One of the most encouraging aspects of the 
year’s literature on SPONTIN is the increasing 
testimony to its safety. As the months have 
passed and cases have accumulated by the hun- 
dreds, it has become apparent that careful atten- 
tion to dosage recommendations has practically 
eliminated toxicity and side effects as serious 
obstacles to therapy. Also, recent improvements 
have been made in the manufacture of SPONTIN; 
the drug is now made from pure crystals. 

A recent report* in the Journal of the Ameri- 
can Medical Association concluded, “It is our 
opinion that, if proper precautions are observed, 
ristocetin is a [well tolerated] and potent agent 
to employ in the treatment of staphylococcal 
infections.” And in another study, after success- 
fully treating 28 patients with a variety of 
staphylococcal infections, the authors reported’, 
“No serious complications were noted.” 

Few more dramatic records have been written 
in such a shortspace of time. SPONTIN has proved 
itself to be a good answer, perhaps the best 
answer at present, to the resistant staphylococcal 
problem — and of real value in other serious 
coccal infections. It may well be your answer 


when you’re confronted q 


with a serious infection. 
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STAPHYLOCOCCAL INFECTIONS 


Excerpts from 
Reports Read at the 


Antibiotics Symposium 


Spontin In Treating Severe Respiratory Infections 
—“In 13 of 20 patients the results were excellent, 
with clinical response being evident within one to 
four days after institution of therapy. In three addi- 
tional patients, there was some degree of improve- 
ment in pneumonic processes superimposed on 
tuberculosis in two cases and on pulmonary neo- 
plasm in one. In all other cases, serious antecedent 
pathology undoubtedly influenced the negative or 
equivocal response to ristocetin therapy.®” 


Spontin In Treating Staphylococcal Infections—After 
successfully treating 28 patients, the authors wrote, 
“Ristocetin or Spontin has proved to be bactericidal 
and bacteriostatic, particularly for the Staphylo- 
coccus aureus, which is often resistant to many 
other antibiotics.5” 


Spontin In Treating Seven Difficult Cases — “Risto- 
cetin has produced excellent results in eradicating, 
mitigating or preventing infection in seven selected 
difficult cases. Six of the seven cases involved 
Staphylococcus aureus which did not respond to 
chemotherapy with other antibiotics.*” 


Spontin Blood Levels In Children — “Ristocetin was 
administered as a single intravenous injection of 
12.5 milligrams per kilogram. This resulted in 
serum levels ranging from 1.3 to 10.6 mcg. after 
two hours with a gradual fall to a level of 0.7 mcg. 
per cubic centimeter or less after 12 hours.*” 


Spontin In Treating Staphylococcal Pneumonia 
—“Ristocetin was used in the treatment of 24 pa- 
tients with staphylococcal pneumonia, 17 of whom 
had failed to respond to previously administered 
antibiotics. Complete clearing of pneumonitis was 
obtained in 16 patients and significant improvement 
occurred in two others. Two patients died of pneu- 
monia; four others succumbed to other lethal dis- 
eases.”” 


Spontin In Treating Children and Adults — “Risto- 
cetin completely controlled severe staphylococcal 
infections in 11 adults and six children who received 
adequate therapy.!”” 


Totals represent published reports and personal communica- 
tions to Abbott Laboratories. 


Sixth Annual Symposium on Antibiotics, Washington, D. C., 
Oct. 15, 16, 17, 1958. 


. Romansky, M. J., and Holmes, R., Successful Short-Term 
Therapy of Enterococcal and Staphylococcal Endocarditis 
with Ristocetin—Seven Patients. Preliminary Report, Anti- 
biotics Annual, 1957-58, p. 187. 


. J. A. M. A., 167:1584, July 26, 1958. 


. Bush, L. F., et al., The Use of Ristocetin (Spontin) in Staph- 
ylococcal Infections, In Press, Antibiotics Annual, 1958-59, 


. Billow, F. J., et al., Clinical Observations on Ristocetin—A 
Preliminary Report on its Efficacy and Toxicity in 20 Un- 
selected Severe Respiratory Infections, In Press, Antibiotics 
Annual, 1958-59. 


. Miller, J. M., et al., Ristocetin in the Treatment of Seven 
Selected Difficult Cases, In Press, Antibiotics Annual, 1958-59. 


. Asay, L. D., et al., Ristocetin Serum Levels in Children, In 
Press, Antibiotics Annual, 1958-59. 


. Schumacher, L. R., et al., Experiences with Ristocetin in 
Staphylococcal Pneumonia: Observations in 23 Cases, In 
Press, Antibiotics Annual, 1958-59. 


. Terry, R. B., Ristocetin in Children and Adults, In Press, 
Antibiotics Annual, 1958-59. 


© 
i 
| 


New reasons why The Protein Age 


calls for leaner Swift’s Meats for Babies 


PERSONALITY GROWT 


Recently concluded studies at the University of 
Rochester show that feeding lean strained meats to 
premature babies resulted in a marked decrease in the 
tendency toward iron deficiency anemia during The Pro- 
tein Age (baby’s first year). 

Another important finding was that the nutrients 
of meat, particularly iron, are utilized at a far earlier 
age than has been supposed. 

The first discovery lends strength to the “‘Pyramid 
of Growth,’’ our symbol which dramatizes the role of 
meat in infant nutrition. 

The other suggests that the growing tendency to 
feed meat earlier during 


Swilt 


is soundly based. 
104 VEAR. 
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F The Protein Age 


in diarrhea... 


2qsorptive power 


Adsorption of toxin 
by 100 mg. adsorbent!’ 


KAOLIN 


When you prescribe POLYMAGMA or POLYMAGMA Plain 
to control diarrhea, you are prescribing adsorptive 
superiority. Both preparations contain Claysorb—a new 
intestinal adsorbent whose superiority over kaolin 

has been demonstrated in exhaustive studies.’ 


For bacterial diarrhea, POLYMAGMA is bactericidal to 
many intestinal pathogens. It is soothing and protective 
to the irritated mucosa. It aids in the restoration 
of normal intestinal function. Highly effective, 
highly palatable. 


For nonbacterial diarrhea, POLYMAGMA Plain—same 
formula but without antibiotics. 


1. Barr, M., and Arnista, E.S.: J. Am. Pharm. A. (Scient. Ed.) 46:493 (Aug.) 1957. 
2. Barr, M., and Arnista, E.S.: Ibid. 46:486 (Aug.) 1957. 3. Barr, M.: Ibid. 46:490 
(Aug.) 1957. 


Polymagma 


Dihydrostreptomycin Sulfate, Polymyxin B Sulfate, and Pectin with Claysorb* Wieth 
(Activated Attapulgite, Wyeth) in Alumina Gel 


*Trademark 


Philadelphia 1, Pa 
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solves acute diarrheal disease problems... 


@ swiftly relievessymptoms & rapidly destroys 

bacterial pathogens (bactericidal rather than bacteriostatic) 

m succeeds where others may fail against the enteric “problem 
pathogens” -— increasingly prevalent, refractory strains 

of Staphylococcus, Escherichia, Salmonella and Shigella 


... without creating new problems 


m@ does not destroy the normal intestinal flora 
; m& does not encourage monilial or staphylococcal overgrowth 
: w dovs not induce significant bacterial resistance E 


A PLEASANT ORANGE-MINT FLAVORED SUSPENSION 
containing Furozors, 60 mg. per 15 ec., with kaolin and pectin 
@ For patients of all ages (may be mixed with infant formulas, 
passes threugh a standard nursing nipple) @ Dosage: Should 
provide (in 4 divided doses) 400 mg. daily for adults, 5 mg/Kg. daily 
for children = Supplied: bottles of 240 cc. (also: Funoxone Tab- 
lets, 100 mg. scored, bottles of 20 and 100) 


THE NITROFURANS—« onique clase of antimicrobials 
BATON LABORATORIES, NORWICH, NEW YORE 
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Affords keratin-dispersing action': Kerato- 
lytic, removes nonviable tissue, promotes 
healing. 

Successful results ranging to complete 
clearing obtained? in patients with: = scalp- 
to-toe psoriasis » psoriasis of many years’ 
duration * psoriasis involving tender areas. 
Treatment-fastness rarely occurs: Recurren- 
ces (when treatment is discontinued) clear 
up again on resumption of therapy. 


Well tolerated: Even when applied to lesions 
in anogenital and submammary regions.? Po- 
tential hazards of other therapies - mercury, 
arsenic, corticosteroids, x-rays-are avoided. 
A noteworthy advance cosmetically: Non- 
greasy, nonstaining; vanishes on application 
to the skin. May be used freely on the scalp. 
Application: Rub into lesions 2 to 4 times 
daily as indicated. Where heavy scaling or 
crusting occurs, the usual bath, to soften and 


gas REED & CARNRICK - 


LOTION 


facilitate removal of scale, is recommended 
before applying lotion. 


Residual redness and pigmentation may re- 
main up to several months but will eventually 
disappear. Once the condition is under control, 
daily to weekly application may prove satis- 
factory for maintenance. 


In some cases, a seeming excessive scaling 
and drying may occur during therapy. This 
is an occasional phase of the healing process 
and usually precedes improvement. Patients 
should be advised of this and encouraged to 
continue therapy. 


Formula: Allantoin 2% and special coal tar 
extract 5% in a lotion base. 


Supplied: Bottles of 8 fl. oz. 


(1) Flesch, P:: Reported Conf. N. Y. Academy Science May 9, 1958 
(In Press). (2) Bleiberg, J., and Saltzman, J. A.: Clin. Med. 
5 :485 (Apr.) 1958. (3) Bleiberg, J.: Reported Conf. N. Y. Academy 
Science May 9, 1958 (In Press). (4) Clyman, S. G.: Reported Conf 
N. Y. Academy Science May 9, 1958 (In Press). *Trademark 


Jersey City 6, New Jersey 
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liquid pediatric analgesic-antipyretic 


Liquiprin' for children 


TWO SAFETY FEATURES 


1. Salicylamide is well known for its low toxicity index,'® and the fact that it shows little 
tendency to sensitization. 


2. LIQUIPRIN Salicylamide Suspension is supplied in exclusive non-spill safety bottles from which 
even the most ingenious youngster cannot pour or drink. The medication can only be obtained by using 
the non-breakable calibrated dropper. 


EASY TO USE: 


The convenient liquid form permits the required dose to be easily obtained and accurately measured. 
Children love the pleasant taste—there are no administration problems—even in the home. 
Blends readily with formula or orange juice. 


CLINICALLY EFFECTIVE: 


LIQUIPRIN Salicylamide Suspension has been widely tested in several of the country’s 
leading pediatric hospitals and has been found to provide prompt, effective antipyretic effect- 
especially notable in those cases which do not require specific antibiotic therapy.” 

Proved well tolerated for continued use in studies involving many hundreds of children.’ 


LIQUIPRIN Salicylamide Suspension contains | gr. salicylamide per cc. It may 

be obtained by mothers, at your direction, without prescription. ) 

Recommended dosage: 2 dropper for each year of age, not to exceed iio ae 

2 droppers (5 gr.). Each “2 dropper contains 1% gr. salicylamide. Liquiprin 

for children 


TRAN ASPIRIN, EASIER 


References: (1) Bavin, E. M.; Macrae, F. J.; Seymour, D. E., and Waterhouse, P D.: J. Pharm. & Pharmacol. 4:872, 1952. 

(2) Hart, E. R.: J. Pharmacol. & Exper. Therap. 89:205, 1947. (3) Way, E. L., and others: ibid. /08:450, 1953. (4) Feeney, G. C.; Carlo, P E., 
and Smith, P. K.: ibid. 1/4:299, 1955. (5) Ichniowski, C. T., and Hueper, W. C.: J. Am. Pharm. A. (Scient. Ed.) 35:225, 1946. 

(6) Personal communication, Johnson & Johnson Research Foundation, Oct. 2, 1956.7) Vignec, A. J.: J.A.M.A. /67:1821 (Aug. 9) 1958. 


* Trademark for salicylamide suspension, Johnson & Johnson. 
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¢ Kills by contact a wide variety of 
microorganisms such as Bacteria (in- 
cluding tubercule bacillus), Viruses, 
Fungi, Protozoa, e Effective against 
certain important organisms resist- 
ant to topical antibiotics Will not 
lead to the development of resistant 
Strains @ Effective even in the pres- 
ence of blood, pus or other or- 
ganic matters Color can be washed 
off with water. 


Available: Betadine Antiseptic in 
8 oz. and 16 oz. bottles. Betadine 
Aerosol in 3 oz, bottles. 


Samples and literature upon request. 


_NONIRRITATING _ 
‘0 SKIN AND MU 


TAILBY-NASON COMPANY, 
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this 
sulfa tablet 
works 
24 hours 
a day 


— 
— 
+ 
‘ 
: 
| 
* 
j 


MIDICEL reduces the hazard of blood level “fall-off’ due to forgotten or 
omitted doses, common with multi-dose sulfa preparations. A single tablet 
provides continuous, therapeutic blood levels for 24 hours—assuring con- 
stant bacteriostasis. 


A distinct advance in sul- 


= 
fonamide therapy, MIDICEL 
affords definite clinical advan- 
tages: I tablet-a-day schedule 


(sulfamethoxypyridazine, Parke-Davis) 


—greater convenience and economy for patients - rapid effect—prompt 


absorption + prolonged action—adequate plasma concentrations sustained 
day and night with 1 tablet daily - wide antibacterial effectiveness —in 
urinary tract infections, upper respiratory infections, bacillary dysenteries, 
and surgical and soft tissue infections, due to sulfonamide-sensitive organ- 
isms - well telerated—low dosage and high solubility minimize possibility 
of crystalluria. 
Adult Dosage: Initial (first day)—2 tablets (1 Gm.) for mild or moderate 
infections, or 4 tablets (2 Gm.) for severe infections. Maintenance—1 tablet 
(0.5 Gm.) daily. Children’s Dosage: According to weight. See literature for 
details of dosage and administration. Available: Quarter-scored tablets of 


0.5 Gm., bottles of 24, 100, and 1,000. 


PARKE, DAVIS & COMPANY - DETROIT 32, MICHIGAN 
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and Fat in the American Diet 


L, this era of public concern over the possibly dele- 
terious influence of dietary fat on human health, a sober 
look at the facts as they exist today appears indicated. 


After reviewing the evidence up to 1958, The Food 
and Nutrition Board of the National Research Council* 
defined the contribution of fat to American nutrition. 


“The human requirement for fat or for specific fatty 
acids, as well as the nutritional implications of a high 
content of fat in the diet, remains to be determined. 


“In the United States an average diet containing 
approximately 40 per cent of the calories in the form 
of fat has been consistent with the attainment of one 
of the best health patterns in the world.” 

This statement by unbiased authority demonstrates that 
drastic curtailment of fat intake is not indicated on the 
basis of current evidence. 

However, if special circumstances call for curtailment 
of fat intake, meat need not be denied the patient. Visi- 
ble fat can be removed easily. In addition to its high 
protein contribution to tissue repair and maintenance, 
meat provides the gamut of B vitamins and important 
minerals essential to sound nutrition. 


*The Role of Dietary Fat in Human Health: A Report of the Food and 
Nutrition Board, National Academy of Sciences— National Research 
Council, Washington, D. C., Publication 575, 1958. 


The nutritional statements made in this advertisement 
have been reviewed by the Council on Foods and Nutri- 
tion of the American Medical Association and found 
consistent with current authoritative medical opinion. 


American Meat Institute 
Main Office, Chicago... Members Throughout the United States 
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PREVENT 


both cause and fear 


proven 
Safety 


ANGI 
ATTACKS 
Miltrate 


NEW DOVETAILED THERAPY COMBINES IN ONE TABLET 


prolonged relief from sustained coronary 
anxiety and tension with vasodilation with 
MILTOWN’ == PETN 
The original meprobamate, pentaerythritol tetranitrate 
discovered and introduced a leading, 


by Wallace Laboratories long-acting nitrate 


“In diagnosis and treatment [of cardiovascular diseases] ...the physician 
must deal with both the emotional and physical components of the problem 
simultaneously.” 

The addition of Miltown to PETN, as in Miltrate,“...appears to be more effective 
than [PETN] alone in the control of coronary insufficiency and angina pectoris.’’? 


Miltrate is recommended for prevention of angina attacks, not for relief of acute attacks. 


Supplied: Bottles of 50 tablets. 

Each tablet contains: 200 mg. Miltown + 10 mg. pentaerythritol tetranitrate. 
Usual dosage: 1 or 2 tablets q.i.d. before meals and at bedtime. 

Dosage should be individualized. For clinical supply and literature, write Dept. 1BB 


1. Friedlander, H. S.: The role of atarazics in cardiology. Am. J. Card. 1:395, March 1958. 
2. Shapiro, S.: Observations on the use of meprobamate in cardiovascular tisorders. Angiology 8 :504, Dee. 1957. 


WALLACE LABORATORIES, New Brunswick, N. J. 
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epileptics 


with appropriate 


and encouragement, 


for appropriate medical management of epilepsy 


the Parke-Davis family of anticonvulsants 


...an anti-epileptic for every clinical need 


« complete control of seizures in many patients 


- reduced incidence and severity of seizures in many others 


for grand mal and psychomotor seizures 


Sodium (diphenylhydantoin sodium, 


a 
©  Parke-Davis) is supplied in many forms 
—including Kapseals® of 0.03 Gm. and 
0.1 Gm. in bottles of 100 and 1,000. 


@ Kapseals (Dilantin 100 mg., phenobar- 
a all il bital 30 mg., desoxyephedrine hydro- 
chloride 2.5 mg.), bottles of 100. 


for the petit mal triad 


Kapseals (methsuximide, Parke-Davis) 


p onti i 0.3 Gm., bottles of 100. 


Kapseals (phensuximide, Parke-Davis) 


® 0.5 Gm., bottles of 100 and 1,000. 
Mv { lo i tl i Suspension, 250 mg. per 4-cc. teaspoon, 
16-ounce bottles. 
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for example... 
IN CARDIAC CONDITIONS 


ATARAX is anti-arrhythmic. In addition to producing 
tranquilization, ATARAX “restored and then maintained 
normal sinus rhythm” in 30 patients with cardiac arrhyth- 


mias.! 


IN ALLERGIC REACTIONS 


ATARAX is antihistaminic. Tranquilizers usually have 
an equivocal effect on allergic disease; ATARAX appears to 
be an exception.” Feinberg reports “striking results” in 15 
out of 17 patients with chronic urticaria that cannot be 
attributed to calming action alone.” To date, over 649 cases 
of allergic dermatoses have responded favorably to 
ATARAX.*# 


IN GASTRIC DISTURBANCES 


ATARAX is anti-secretory.*® Both emotional and physical 
aspects of certain gastric disorders are aided by ATARAX. 


ATARAX 


FOR MORE THAN ATARACTIC ACTION 


posace: Adults, one 25 mg. tablet or 1 tbsp. syrup q.i.d. ‘1. Burrell, Z. L., et al.: Am. J. Cardiol. 1:624 (May) 1958, 
Children, 1-2 10 mg. tablets or 1-2 tsp. syrup t.i.d. 2. Feinberg, A. R., et al.: J. Allergy 29:358 (July) 1958. 3. 
supptiep: Prescription only. Tablets, 10 mg., 25 mg., and Eisenberg, B. D.: Clin. Med. 5 :897 Guly) 1958. 4. Robinson, 

a ~ H. M., Jr., et al.: South. M. J. 50:1285 (Oct.) 1957. 5. Strub, 
100 mg., bottles of 100. Syrup, pint bottles. Parenteral |, H,: Personal communication. 6. Schuller, B.: Gaz. des Hépi- 


Solution, 10 cc. multiple-dose vials. taux No. 10:391 (Apr. 10) 1957. 
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AN AMES CLINIQUICK’” 


CLINICAL BRIEFS FOR MODERN PRACTICE 


what is the most frequent cause of asthma in children? 


Chronic focal infection (tonsils, adenoids, paranasal sinuses), alone and in combina- 
tion with other factors. 
Source —Chobot, R.: New York J. Med. 57:1644 (May 1) 1957 


scaled-down dosage for your younger asthmatics 


Now, the new % Strength AMINET lets you prescribe more precisely for children weigh- 
ing over 40 pounds...avoids possible aminophylline overdosage. Its exclusive base 
does not inactivate aminophylline ...melts promptly at body temperature... . invariably 
releases the prescribed dose for rapid relief. 


TRENGTH A M ; N ET Suppositories 
AMINOPHYLLINE WITH PENTOBARBITAL 

Y% Strength AMINET Suppositories—for children weighing over 40 Ibs. (18 Kg.), one suppository 
rectally, 1 to 3 times daily, Each % Strength AMINET Suppository contains aminophylline 0.125 Gm. 
(i% gr.), pentobarbital sodium 0.025 Gm. (% gr.), benzocaine 0.015 Gm. (% gr.). 
Half Strength Aminet Suppositories—for children weighing over 80 Ibs. (36 Kg.). For adults—Full 
Strength Aminet Suppositories. 
Available — boxes of 12. 


All AMINET suppositories are now packaged in foil wrapped, pre-formed strips. 


pe: 


/\) AMES COMPANY, INC - ELKHART, INDIANA + Ames Company of Canada, Ltd., Toronto 
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Vol. 168, No. 15 


elafield Delafield 


Members New York Stock Exchange 


Investment Advisory Service 


We refrain from acting as principals and 
from participating in underwritings. | 


We reduce investment supervision fees | 


security transactions, executed through us. 


Direct inquiries to John F. Keane 


| 14 Wall Street Telephone: | 


|New York 5, N. Y. WOrth 4-3400) 


“I got my experience kneading dough in a bakery!” 


quarterly by net commissions arising from i| 


BRONCHITIS 


INFECTIOUS 


ACCELERATE THE 
RECOVERY 
PROCESS WITH 


VARIDA 


STREPTORINASE -STREPTODOPRNASE LEDERLE 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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Now! The perfect coffee for... 
doctors-at-the-end-of-their-day ANKA 
In fact, brand-new Aroma-Roast Sanka is perfect for anyone Oar 


who lives in this high-tension world. 
New Sanka is the only coffee that delivers real coffee aroma COFFEE 


and true coffee flavor, but without caffein...97% of the caffein es On cease 


is removed. Sanka can’t add to tension or disturb sleep. 


You'll like it, Doctor, and so will your patients. One trem Generel Foods 


NEW Aroma-Roast INSTANT SANKA COFFEE 
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premenstrual tension 


responds very well to Compazine* 


agitation and apprehension are promptly relieved 
emotional stability is considerably improved 
nervous tension and fatigue are greatly reduced 
appetite and sleep patterns improve 


depression often disappears 


For prophylaxis: “‘Compazine’ Spansule? capsules provide all-day or 
all-night relief of anxiety with a single oral dose. Also available: Tablets, 
Ampuls, Multiple dose vials, Syrup and Suppositories. 


Smith Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. for prochlorperazine, S.K.F. 
tT.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F. 
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AGAINST 
THE 
UBIQUITOUS 

HOSPITAL 
STAPHYLOCOCCUS 


CHLOROMYCETIN 


Staphylococci are notorious for the variety of infections they cause and for their ability to develop 
resistance to certain antibiotics.!-? According to recent in vitro studies, however, these stubborn 
pathogens usually remain sensitive to CHLOROMYCETIN-*® 


Highly effective against most strains of staphylococci, CHLOROMYCETIN has been reported of 
value in treatment for such serious infections as staphylococcal pericarditis,9 antibiotic-resistant 
postoperative wound infections,!° antibiotic-resistant breast abscesses,*-!1 pneumonia due to 
antibiotic-resistant staphylococci,!2 postoperative staphylococcal enteritis,!9 and septicemia.!4.15 


CHLOROMYCETIN (chloramphenicol, Parke-Davis) is available in several forms, including Kapseals® of 
250 mg., bottles of 16 and 100. 


CHLOROMYCETIN is a potent therapeutic agent and, because certain blood dyscrasias have been asso- 
ciated with its administration, it should not be used indiscriminately or for minor infections. Furthermore, 
as with certain other drugs, adequate blood studies should be made when the patient requires prolonged or 
intermittent therapy. 


REFERENCES: (1) Wise, R. I.: J.A.M.A. 166:1178, 1958. (2) Brown, J. W.: J.A.M.A. 166:1185, 1958. (3) Caswell, H. T., 
et al.: Surg., Gynec. & Obst. 106:1, 1958. (4) Godfrey, M. E., & Smith, I. M.: J.A.M.A. 166:1197, 1958. (5) Waisbren, B. A.: 
Wisconsin M. J. 57:89, 1958. (6) Royer, A., in Welch, H., & Marti-Ibafiez, FE; Antibiotics Annual 1957-1958, New York, 
Medical Encyclopedia, Inc., 1958, p. 783. (7) Markham, N. P, & Shott, H. C. W.: New Zealand M. J, 57:55, 1958. (8) Blair, 
J. E., & Carr, M.: J.A.M.A, 166:1192, 1958. (9) Horan, J, M.: Pediatrics 19:36, 1957. (10) Rawls, G. H.: Am. Surgeon 
23:1030, 1957. (11) Sarason, E. L., & Bauman, S.: Surg., Gynec. & Obst. 105:224, 1957. (12) James, U.: Brit. J: Clin. Pract. 
11:801, 1957. (13) Turnbull, R. B., Jr.: J.A.M.A. 164:756, 1957. (14) Ross, S.; Puig, J. R., & Zaremba, E. A., in Welch, 
H., & Marti-Ibaiiez, F: Antibiotics Annual 1957-1958, New York, Medical Encyclopedia, Inc., 1958, p. 803. (15) Leachman, 
R., & Yow, E. M., in Conn, H, E: Current Therapy 1958, W. B. Saunders Company, Philadelphia, 1958, p. 51. 
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CHLOROMYCETIN 96% 


ANTIBIOTIC A 75% 


ANTIBIOTIC B 61% 


D 39% 


0 20 40 60 80 100 
*Adapted from Godfrey & Smith.‘ Staphylococci stpdied were, strains isolated froni 28 patients in a general hospital. 


IN VITRO SENSITIVITY 0 PATHOGENIC STAPHYLOCOCCI 
TO CHLOROMYCETIN AND TO FOUR OTHER MAJOR ANTIBIOTICS* 
ANTIBIOTIC C 50% ! 
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Bronchial 


NORMAL 


BRONCHIAL ASTHMA 


82 
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when acute attack threatens: 


THE FIRST MEPROBAMATE-PREDNISOLONE THERAPY 


relieves both psychic 
and somatic components 


In bronchial asthma, MEPROLONE used as adjunctive therapy exerts a combined activity that 
@reduces the number of asthmatic attacks @decreases wheezing and dyspnea @ suppresses 


asthma-anxiety sequence @improves ability to rest and sleep. 


SUPPLIED: Multiple Compressed Tablets: MEPROLONE-2—2.0 mg. prednisolone, 200 mg. meprobamate, and 200 mg. dried aluminum 
hydroxide gel (bottles of 100 tablets). MEPROLONE-5—5.0 mg. prednisolone, 400 mg. meprobamate, and 200 mg. dried aluminum 


hydroxide gel (bottles of 30 tablets). 


Meprolone is a trademark of Merck & Co., Inc 


Qo) MERCK SHARP & DOHME bivision of MERCK & CO., INc., Philadelphia 1, Pa. 
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unsurpassed acceptance 


of this idea... 


When, after several years of research, 
Plough, in 1947, introduced St. Joseph 
Aspirin For Children to the medical pro- 
fession, this specialized aspirin was in- 
stantly recognized as filling a very real 
need in pediatric practice. 


The 1% grains of highest quality as- 
pirin in each tablet was the dosage most - . 
widely accepted by doctors in salicylate 
therapy for children. This eliminated the t af * 
need for breaking and cutting adult size car 
tablets—assured accurate dosage. And ee 
the smooth, creamy texture and pleasant 
orange flavor made St. Joseph Aspirin 
For Children exceptionally palatable, so 
that children accepted it readily. 


And in the past year, an important 
new feature has been added—a special 
Safety Cap—that affords maximum pro- 
tection against young children either ac- 
cidentally or purposefully opening the 
bottle. A palatable 


aspirin tablet of 


Aspirin’s universal usage testifies to its 
advantages as an antipyretic and anal- unique 
gesic. The growing acceptance of St. excellence 
Joseph Aspirin For Children testifies to 
the unique excellence of this aspirin tab- 
let. It is because it is clinically proved 
and has stood the test of time that it is 
an aspirin of choice whenever aspirin is 
indicated in infancy and childhood. 


Plough also makes St. Joseph Aspirin 
—a 5 grain adult tablet made to unusu- 
ally high standards of purity, potency 
and uniformity. Thus, St. Joseph Aspirin 
For Children and regular adult St. Joseph 
Aspirin form a “family aspirin pair” that 
covers the aspirin needs of every member 
of the family. You can always recom- 
mend this “family aspirin pair’ with 
complete confidence. - 
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Butazolidin 


(phenylbutazone Geigy) 


...ina wide range of inflammatory 
indications 


arthritic - phlebitic - rheumatic 


Broad-Spectrum Efficacy: Over 1,000 published papers* attest to the efficacy of Butazolidin in a wide variety 
eligy of arthritic and rheumatic indications. In a recent study,' Butazolidin proved to be especially effective in the 
tofr toid spondylitis and gouty arthritis. Favorable results were also observed in rheuma- 
Ardsley, W. ¥. toid arthritis, ostecerthritis, the painful shoulder syndrome and miscellaneous other U letal diti 


of an inflammatory nature. 


Confirmatory evidence from other areas of therapy include dramatic resolution of superficial thrombophlebitis.” 


Broad-Spectrum Clinical Benefits: Therapy with Butazolidin usually provides comprehensive symptomatic 


improvement. Relief of pain is effective and prompt in 75% of the patients. Early improvement of function and 


range of mobility are commonly reported. In acute cases there is a significant and early resolution of infi 
mation, effusion and spasm. 


H. Lockie, letena, $., and Riordan, D. J.: Am. Pract. & Digest Treat. 8:1758, 1957. 


* Complete bibliography furnished on request. 


97758 BUTAZOLIDIN ® (phenylbutarone Geigy): Red coated tablets of 100 mg. BUTAZOLIDIN® Alka: Capsules BUTAZOLIDIN 
150 mg.; b pi me 


butetone Geigy) 100 mg.; sluminum hydroxide 100 


ait 
it 
q ak 
35 


original silhouette hand cut by Mochi 


to meet the threat of excess weight gain 
in your obstetrical patients 


_ Specifically for weight reduction 


conte sido PRELUDIN proved tobe at 
and effective anorexigenic agent, harmless. to the patient and her Pregnancy 
Raine — treated with PRELUDIN during the third trimester were held to a 


‘in has by With PRELUDIN, there is no 

ference with labor or aggravation of the common tensions of pregnancy.?>* 

(1) Birmberg, C. H., and Abitbol, M. M.: Obst. & Gynec. 11:463, 1958. (2) Bocci, A., and Davitti, 

Nae Torino 9:15, ehh (3) Roncuzzi, R.: Riv. ostet. e ginec. 11: 734, 1956. (4) Whitelaw, 
A During Pregnancy, 
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IN URTICARIA AND PRURITUS 


VISTARIL 


HYDROXYZINE PAMOATE 


A PSYCHOTHERAPEUTIC ANTIHISTAMINE 


SPECIFIC ANTIHISTAMINIC ACTION in the treatment of a variety of 
skin disorders commonly seen in your practice. 

“The most striking results were seen in those patients with chronic 
urticaria of undetermined etiology.’ 

PLUS 

PSYCHOTHERAPEUTIC POTENCY for the relief of anxiety and tension. 
The psychotherapeutic effectiveness of hydroxyzine (VISTARIL) was 
confirmed in a series of 479 patients suffering from a wide variety of 
dermatoses, including atopic dermatitis, neurodermatitis, psoriasis, 
lichen planus, nummular eczema, dyshidrosis, pruritus ani and vulvae, 
and rosacea. ‘“‘Adverse reactions were minimal.’’? 


RECOMMENDED ORAL DOSAGE: 50 mg. q.i.d. initially; adjust ac- 
cording to individual response. 


VISTARIL Capsules: 25 mg., 50 mg., 100 mg. 


VISTARIL Parenteral Solution: 10 cc. vials and 2 cc. Steraject® Car- 
tridges. Each cc. contains 25 mg. hydroxyzine (as the HCl). 


REFERENCES: 


1. Feinberg, A. R., et al.: J. Allergy 29:358 (July) 1958. 
2. Robinson, H. M., et al.: So. Med. J. 50:1282 (Oct.) 1957. 


Piizer Science for the world’s well-being 


PFIZER LABORATORIES Division, Chas. Pfizer & Co.,Inc., Brooklyn6,N.Y.  *tTracemark 
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Health Care of Aged Remains Major 
Subject for Discussion . . 

Cousultant Group Starts on Problems of 
Medical Education . . 

HEW Drafts Board Program to 

Combat Air Pollution Menace . . 
“Provisional Qualification” 

to Be Offered Foreign M.D.’s . . 


HEALTH CARE OF AGED CONTINUES 
AS MAJOR DISCUSSION SUBJECT 


Secretary Flemming’s “listening” conferences with 
leaders of national organizations concerned with 
health, education, and welfare are producing a 
variety of views on a major topic—the health care 
of the aged. 

The question arose early in the first of three 
meetings on “health problems and emerging health 
needs.” Surgeon General Leroy Burney conceded 
that there are some problems in financing the care 
of the aged but there may be need first for more 
emphasis on facilities, personnel, and administra- 
tion. He cited the fact that the federal government 
had spent over 1 billion dollars on Hill-Burton 
tacilities yet had expended only a little over 1 mil- 
lion dollars for research on facilities for various 
groups of patients. 

Spokesmen for the American Medical Association 
(headed by President Gunnar Gundersen), Blue 
Shield, American Hospital Association, and Asso- 
ciation of Methodist Homes and Hospitals told of 
numerous voluntary efforts and studies designed to 
solve problems of financing oldsters’ medical and 
hospital costs. Ray Amberg, president of the 
A. H. A., told the conference: “We hope to solve 
this problem without federal aid.” He had in mind 
bills for providing free hospital and medical care 
for social security beneficiaries. 

Dr. Ernest B. Howard, assistant executive presi- 
dent of the American Medical Association, said it 
would be “disastrous to jump into a full program 
so radical” as the social security proposal. In reply 
to a question, he added that there was a definite 
neeed for government research in this field. 

The need for a higher level of self-care of older 
people was cited by the spokesman for the Method- 
ist homes. 


CONSULTANTS STUDYING PROBLEMS 
OF MEDICAL EDUCATION 


A committee of advisers to Surgeon General Bur- 
ney is at work attempting to find an answer to the 
question: “How can the nation be supplied with 
adequate numbers of well-qualified physicians over 
the next decade?” The group's organization meet- 
ing was held Dec. 8 in Washington, D. C. 


FROM THE WASHINGTON OFFICE OF THE AMERICAN MEDICAL ASSOCIATION 


The new body is the outgrowth of a plan 
announced by Dr. Burney in October when he 
addressed the American College of Surgeons in 
Chicago. In announcing appointment of 17 mem- 
bers (with four to be named later), Dr. Burney said 
it would not be “just another study” of medical 
manpower, a reference to the many federal investi- 
gations and reports on this subject in the last few 
vears. He said the consultants themselves would 
determine the scope of their study and methods 
of operation, but he suggested five possible ap- 
proaches: 

“Appraise existing data, plans, and proposals 
related to medical schools and the nation’s needs 
for physicians. 

“Identify areas of agreement and areas that re- 
quire further study. 

“Recommend general actions which might be 
taken to achieve reasonable and acceptable goals 
in medical manpower over the next 10 to 20 vears. 

“Recommend any specific actions which educa- 
tional institutions, foundations, industry, local, 
state, and federal governments should take in meet- 
ing these goals. 

“Recommend the proper role, if any, that the 
Public Health Service should play and the steps 
which it should take.” 

In his letters of invitation, Dr. Burney empha- 
sized that “whether there is an absolute or relative 
shortage of physicians, the need for physicians will 
increase in the immediate future.” He said the 
Public Health Service is concerned, as are the 
medical and allied professions, the leaders in edu- 
cation, and the sal «ony He declared that PHS is 
aware of specific need for more physicians by re- 
search institutions, hospitals, state and local gov- 
ernments, health agencies, and industry. 

Appointment of the committee, following a warm 
reception in the Department of Health, Education, 
and Welfare for the Bayne-Jones report and talks 
on the subject by the top officials of the depart- 
ment, is evidence that the administration next vear 
will be prepared to push for enactment of some 
federal plan for financial assistance to medical 
schools. 

The Bayne-Jones report proposed a tripling of 
the nation’s spending for medical research in the 
next 12 years, and immediate start on between 14 
and 20 new medical schools. 

Chairman of the consultants group is Frank 
Bane, former executive secretary of the Council of 
State Governments. He has been active in public 
affairs for more than 30 years. The 17 appointments 
announced are: 

Ward Darley, M.D., Executive Director, Asso- 
ciation of American Medical Colleges; Edward L. 
Turner, M.D., Secretary, Council on Medical Edu- 
cation and Hospitals, American Medical Associa- 
tion; Edwin L. Crosby, M.D., Director, American 
Hospital Association; Miss Marion W. Sheehan, 

(Continued on next page) 
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Associate General Director, National League for 
Nursing; Harold Hillenbrand, D.D.S., Secretary, 
American Dental Association; Vernon W. Lippard, 
M.D., Dean, School of Medicine, Yale University; 
Dr. Harold L. Enarson, Executive Director, West- 
ern Interstate Commission for Higher Education, 
Boulder, Colo.; John McK. Mitchell, Dean, School 
of Medicine, University of Pennsylvania; Isidor S. 
Ravdin, M.D., Vice- president, Medical Affairs, Uni- 
versity of Pennsylvania; Emory W. Morris, D.D.S., 
LL.D., President, W. K. Kellogg Foundation, Bat- 
tle Creek, Mich.; Mr. Douglas E. H. Williams, Ex- 
ecutive Secretary, Dunbar Community Association, 
Inc., Ann Arbor, Mich.; Morris Thompson, ScD., 
President, Kirksville College of Osteopathy and 
Surgery, Kirksville, Mo.; Julian P. Price, M.D., 
A. M. A. Trustee, Florence, S$. C.; Fred C. Cole, 
Ph.D., Academic Vice-president, Tulane Univer- 
sity; Clayton G. Loosli, M.D., Dean, School of 
Medicine, University of Southern California, Los 
Angeles; and Charles E. Smith, M.D., Dean, School 
of a Health, University of California, Berkeley, 
Calif. 


U. S. MAPS CAMPAIGN AGAINST 
AIR POLLUTION 


As a follow-up on the National Conference on Air 
Pollution, the Department of Health, Education, 
and Welfare has announced plans for legislative 
proposals, stepped-up research, and formation of a 
ale group, all aimed at combatting air pollution. 

Secretary Flemming outlined first what he de- 
scribed as a constructive step in dealing with inter- 
state air pollution problems. Congress should give 
consideration to allowing the federal government 
to hold hearings and make findings and recommen- 
dations where interstate problems are involved, he 
said. 

The Robert A. Taft Sanitary Engineering Center 
at Cincinnati is launching a number of research 
studies in the auto exhaust problem. They include 
(1) construction of two irradiation chambers which 
will study the action of sunlight on automobile 
exhausts as basis for determining health effects of 
irradiated gases, (2) starting after the first of the 
year animal experiments on the effect of auto ex- 
hausts, and (3) studies using precise measurements 
of effects of exhaust on plants and bacteria. 

A third development will be calling together of 
a group representing. industry, state and local gov- 
ernments, universities, and other research groups. 
Their job would include working out practical 
methods of carrying out conference proposals in 
medical and engineering research. They also will 
be asked to indicate what should be a “fair share” 
for federal, state, and local governments and for 
industry and other private groups. 


NATION’S MILK SUPPLY CONTINUES 
FREE OF DANGEROUS RADIATION 


Despite continuation of nuclear weapons test- 
ing, the nation’s milk supply still does not have a 
dangerously high level of radioactivity. 

This is the report from Public Health Service, 
based on tests made during August at 10 sampling 


stations scattered across the country. 
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A decline in strontium-90 levels, as compared 
ée July testing, was recorded in milksheds serv- 
ing Austin, Cincinnati, Fargo, N. D., New York 
City, Salt Lake City, and St. Louis, Mo. Slight in- 
creases were reported for milksheds serving At- 
lanta, Chicago, and Sacramento, Calif. 

Tests for four other specific radioactive elements 
in milk—iodine-131, strontium-89, barium-140, and 
cesium-137—showed variations not only among 
sampling stations but also among samples taken 
from the same stations. However, in no case was a 
permissible level exceeded. 

Samples are analyzed at the PHS Robert A. Taft 
Sanitary Engineering Center at Cincinnati. The 
operation takes more than six weeks. 


QUALIFICATIONS TO BE EASED FOR 
FOREIGN DOCTORS 


After a year’s experiment, the group in charge of 
examining foreign-educated physicians for intern- 
ships and residency appointments has decided to 
set up a “provisional qualification” for applicants 
who come within five points of the passing grade 
of 75 

Dr. Dean F. Smiley of Evanston, Ill., executive 
director of the Educational Council for Foreign 
Medical Graduates, made a progress report on the 
new program at the clinical session of the District 
of Columbia Medical Society. He presented this 
information: 

In the first tests last spring, 298 applicants were 
examined. Of these, 152 (51%) made passing grades 
of 75 or better and another 50 (17%) rated fem 
70 and 74. The most recent examinations, in Sep- 
tember, found 318 of the 844 applicants passing and 
225 scoring 70 to 74. Next examinations are sched- 
uled for February, with 2,300 applications already 
received. 

Under the new procedure, those finishing be- 
tween 70 and 74 will be allowed to take internships 
or residencies for two years. After this period they 
may take the examination again if they wish to 
stay in the United States longer. 

Objective of the testing program, Dr. Smiley 
explained, is to guard against medical imposters, 
cult practitioners, and other untrained or inade- 
pool trained foreign medical graduates being 
admitted to American hospitals and American med- 
ical practice. 

Dr. Smiley said one of the developments of the 
last year was the effort of a number of foreign 
countries to induce their nationals to return when 
they had finished their internships and residencies, 
rather than take up medical practice in the United 
States. 


MISCELLANY 


Most recent tabulation by the Housing and Home 
Finance Agency shows a total of almost 2 million 
dollars in loans awarded for projects in the health 
fields. They are $550,000 for a water distribution 
system in the Good Hope, Calif., area; $277,000 for 
a water system in Wood River Township, IIL; 
$40,862 to plan a sewage disposal system in Pen 
Argyl, Pa.; $563,000 to help build a student nurse 
dormitory at Albany Hospital, Albany, N. Y.; and 
$366,000 to help finance a student nurse dormitory 
at Children’s Hospital, Columbus, Ohio. 
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MEETINGS 


AMERICAN MEDICAL ASSOCIATION: Dr. F. J. L. Blasingame, 535 
North Dearborn St., Chicage 10, Executive Vice President 
1959 Annual Meeting, Atlantic City, June 8-12. 
1959 Clinical Meeting, Dallas, Texas, Dec. 1-4. 
1960 Annual Meeting, Miami Beach, Fla., June 13-17. 
1960 Clinical Meeting, Washington, D. C., Nov. 29-Dec. 2. 
1961 Annual Meeting, New York City, June 26-30. 
1961 Clinical Meeting, Denver, Nov. 28-Dec. 1. 


AMERICAN 
1959 
January 


AMERICAN ACADEMY OF ORTHOPAEDIC SURGEONS, Palmer House, Chicago, 
Jan, 24-29. Dr. Clinton L. Compere, 720 N, Michigan Ave., Chicago 11, 
Secretary. 

AMERICAN CoLLEGE oF SuRGEONS, Sectional Meeting, Francis Marion 
Hotel, Charleston, S. C., Jan. 19-21. Dr. Michael L. Mason, 40 E. 
Erie St., Chicago 11, Secretary. 

AMERICAN PROTESTANT Hosprrat ASSOCIATION, Jefferson Hotel, St. Louis, 
Jan. 27-30. Mr. Leo M. Lyons, 105 W. Adams St., Chicago, Executive 
Director. 

AMERICAN SocreTy FOR SURGERY OF THE Hanp, Palmer House, Chicago, 
Jan. 23-24. Dr. George S. Phalen, 2020 E. 93d St., Cleveland 6, 
Secretary. 

INTERNATIONAL COLLEGE OF SURGEONS, SOUTHEASTERN REGIONAL MEET- 
ING, Miami Beach, Fla., Jan. 4-7. Dr. Harold O. Hallstrand, 7210 Red 
Road, South Miami, Fla., Chairman. 

INTERNATIONAL MEDICAL ASSEMBLY OF SouTHWEST Texas, Gunther 
Hotel, San Antonio, Tex., Jan. 26-28. Mr. S. E. Cockrell Jr., 202 
W. French Pl., San Antonio, Tex., Executive Secretary. 

NATIONAL ASSOCIATION OF METHODIST HosprraALs AND Homes, Sheraton- 
Jefferson Hotel, St. Louis, Jan. 27-29. Mr. Olin E. Oeschger, 740 Rush 
St., Chicago 11, General Secretary. 

Rocky Mountain Traumatic SurGcicaAL Association, Aspen, Colo., Jan. 
28-31. Dr. Charles B. Bartell, 1600 Orange Ave., Long Beach 13, Calif., 
Secretary. 

WeEsTERN Socrety For ResEarcu, Carmel-by-the-Sea, Calif., 
Jan. 29-31. Dr. William N. Valentine, University of California Medical 
Center, Los Angeles 24, Secretary. 


February 


AMERICAN ACADEMY oF ALLERGY, Morrison Hotel, Chicago, Feb. 9-11. 
Dr. Bram Rose, Royal Victoria Hosp., Montreal, Quebec, Secretary. 
AMERICAN ACADEMY OF Forensic ScreNcEs, Drake Hotel, Chicago, Feb. 
26-28. Dr. Walter J. R. Camp, 1853 W. Polk St., Chicago 12, Secretary. 
AMERICAN ACADEMY OF OccUPATIONAL MEDICINE, Boston, Feb. 11-13. 

Dr. L. Blaney, 1608 Walnut St., Philadelphia 3, Secretary. 

AMERICAN COLLEGE oF Rapro_ocy, Drake Hotel, Chicago, Feb. 6-7. Mr. 
William C. Stronach, 20 N. Wacker Dr., Chicago 6, Executive Director. 

AMERICAN COLLEGE OF SURGEONS, SECTIONAL MEETING, Shamrock Hilton 
Hotel, Houston, Texas, Feb, 2-4. Dr. J. Griffin Heard, 6410 Fannin St., 
Houston 25, Texas, Chairman. 

AMERICAN COLLEGE oF SuRGEONS, Sectional Meeting, Hotel Vancouver, 
Vancouver, B. C., Feb. 26-28. Dr. Michael L. Mason, 40 E. Erie St., 
Chicago 11, Secretary. 

Assoc1aTiIon or Scientists, Scientific Session, Mobile, Ala., 
Feb. 27-28. Dr. Earl B. Wert, Mobile Infirmary, Mobile, Ala., Chairman. 

CavrrorniA Mepicat Association, Sheraton-Palace Hotel, San Francisco, 
Feb. 22-25. Mr. John Hunton, 450 Sutter St., San Francisco 8, Executive 
Secretary. 

Covorapo State Mepicar Society, Midwinter Clinical Session, Shirley- 
Savoy Hotel, Feb. 17-20. Mr. Harvey T. Sethman, 1612 Tremont Place, 
Denver 2, Executive Secretary. 

Concress ON INpusTRiAL Heattn, Netherland Hilton Hotel, Cincinnati, 
Feb. 16-18. Dr. B. Dixon Holland, 535 N. Dearborn St., Chicago 10, 
Secretary. 


March 


AvaskA TERRITORIAL Mepicat AssocraTion, Baranof Hotel, Juneau, 
March. Dr. Robert B. Wilkins, 1121 Fourth Ave., Anchorage, Secretary. 

AMERICAN BRONCHO-ESOPHAGOLOGICAL AssocIATION, The Homestead, 
Hot Springs, Va., Mar. 8-9. Dr. F. Johnson Putney, 1712 Locust St., 
Philadelphia 3, Secretary. 

AMERICAN COLLEGE OF ALLERGISTS, Fairmont Hotel, San Francisco, Mar. 
15-20. Dr. M. Coleman Harris, 450 Sutter St., San Francisco, Secretary. 

AMERICAN COLLEGE oF SuRGEONS, Sectional Meeting for Surgeons and 
Nurses, Kiel Auditorium, St. Louis, Mar. 9-12. Dr. Michael L. Mason, 
40 E. Erie St., Chicago 11, Secretary. 

AMERICAN LARYNGOLOGICAL AssocIATION, The Homestead, Hot Springs, 
Va., Mar. 8-9. Dr. James H. Maxwell, University Hospital, Ann Arbor, 
Mich., Secretary. 

AMERICAN LARYNGOLOGICAL, RHINOLOGICAL & OTOLOGICAL Society, The 
Homestead, Hot Springs, Va., Mar. 10-12. Dr. C. Stewart Nash, 708 
Medical Arts Bldg., Rochester 7, N. Y., Secretary. 

AMERICAN ORTHOPSYCHIATRIC AssOcIATION, Sheraton-Palace Hotel, San 
Francisco, Mar. 30-Apr. 1. Dr. Marion F. Langer, 1790 Broadway, New 
York 19, Executive Secretary. 

AMERICAN OToLocicaL Society, The Homestead, Hot Springs, Va., Mar. 

13-14. Dr. Lawrence R. Boies, University Hospital, Minneapolis 14, 

Secretary. 
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MicuicaAN AcADEMY OF GENERAL Practice, Post-GrapuATE CLINIC, 
Sheraton-Cadillac Hotel, Detroit, Mar. 4. Dr. F. P. Rhoades, 970 Mac- 
cabees Bldg., Detroit 2, Convention Manager. 

NaTIONAL HeavtH Councit, Palmer House, Chicago, Mar. 17-19. Mr. 
Philip E. Ryan, 1790 Broadway, New York 19, Executive Director. 
NaTIONAL MULTIPLE SCLEROSIS SOCIETY, New York, Mar. 9. Mr. Donald 

Vail, 257 4th Ave., New York 10, Secretary. 

SOUTHEASTERN SuRGICAL ConGress, Deauville Hotel, Miami Beach, Fla., 
Mar. 9-12. Dr. Benjamin T. Beasley, 45 Edgewood Ave., S. E., Atlanta 
3, Ga., Secretary. 

SOUTHWESTERN Suncicat ConGress, New Brown Palace Hotel, Denver, 
Mar. 30-Apr. 1. Dr. C. M. O'Leary, 1213 Medical Arts Bldg., Oklahoma 
City, Okla., Secretary. 


April 


Agro Mepicat Association, Hotel Statler, Los Angeles, Apr. 27-29. Dr. 
Thomas H. Sutherland, P. O. Box 26, Marion, Ohio, Secretary. 

ALABAMA, MEDICAL ASSOCIATION OF THE STATE OF, Birmingham, Apr. 
9-11. Mr. William A. Dozier, 17 Moulton Bldg., Montgomery, Executive 
Secretary. 

AMERICAN ACADEMY OF GENERAL Practice, San Francisco, Apr. 6-9. 
Mr. Mac F. Cahal, Wolker Blvd., at Brookside, Kansas City 12, Mo., 
Executive Secretary. 

AMERICAN ACADEMY OF NEUROLOGY, Statler Hotel, Los Angeles, Apr. 13- 
18. Dr. Joseph M. Foley, Boston City Hosp., Boston, Secretary. 

AMERICAN ASSOCIATION OF ANATOMISTS, Seattle, Apr. 1-3. Dr. B. Flexner, 
Univ. of Pa., Med. School, Philadelphia 4, Secretary. 

AMERICAN ASSOCIATION FOR CLEFT PALATE REHABILITATION, Sheraton 
Hotel, Philadelphia, Apr. 30-May 2. Dr. D. C. Spriestersbach, Univ. 
Hosps., Iowa City, Ia., Secretary. 

AMERICAN ASSOCIATION OF GENITO-URINARY SURGEONS, Seaview Country 
Club, Absecon, N J., Apr. 15-17. Dr. William J. Engel, 2020 E. 93d 
St., Cleveland 6, Secretary. 

AMERICAN ASSOCIATION OF IMMUNOLOGISTS, Atlantic City, N. J., Apr. 13- 
17. Dr. Calderon Howe, 630 W. 168th St., New York 32, Secretary. 
AMERICAN ASSOCIATION OF PATHOLOGISTS AND BACTERIOLOGISTS, Somerset 
Hotel, Boston, Apr. 23-25. Dr, Russell L. Holman, 1542 Tulane Ave., 

New Orleans 12, Secretary. 

AMERICAN ASSOCIATION OF RarLway SurGEONS, Drake Hotel, Chicago, 
Apr. 16-18. Dr. Chester C. Guy, 5800 Stony Island Ave., Chicago 37, 
Secretary. 

AMERICAN ASSOCIATION FOR THE STUDY OF NeEopLastic Diseases, Hotel 
Greystone, Gatlinburg, Tenn., Apr. 30-May 4. Dr. Bruce H. Sisler, Box 
268, Gatlinburg, Tenn., Secretary. 

AMERICAN ASSOCIATION FOR THORACIC SURGERY, Statler Hotel, Los An- 
geles, Apr. 21-23. Dr. Hiram T. Langston, 7730 Carondelet Ave., St. 
Louis 5, Secretary. 

AMERICAN COLLEGE OF OBSTETRICIANS & GYNECOLOGISTS, Traymore Hotel, 
Atlantic City, N. J., Apr. 5-9. Dr. John C. Ullery, 15 S. Clark St., Chi- 
cago 3, Secretary. 

AMERICAN COLLEGE OF Puysic1ans, Conrad Hilton Hotel, Chicago, Apr. 
20-24. Mr. E. R. Loveland, 4200 Pine St., Philadelphia 4, Executive 
Secretary. 

AMERICAN COLLEGE OF SURGEONS, Sectional Meeting for Surgeons and 
Nurses, The Queen Elizabeth Hotel, Montreal, Quebec, Apr. 6-9. Dr. 
Michael L. Mason, 40 E. Erie St., Chicago 11, Secretary. 

AMERICAN Gorrer Association, Chicago, Apr. 30-May 2. Dr. John C. 
McClintock, 14912 Washington Ave., Albany, N. Y., Secretary. 

AMERICAN Socrety, Atlantic City, N. J., Apr. 12-16. Dr. 
Ray G. Daggs, 9650 Wisconsin Ave., Washington, D.C., Executive 
Secretary. 

AMERICAN Psycatarric Association, Civic Auditorium, Philadelphia, 
Apr. 27-May 1. Dr. C. H. Hardin Branch, 156 Westminster Ave., Salt 
Lake City, Secretary. 

American Raprum Socrety, The Homestead, Hot Springs, Va., Apr. 6-8. 
Dr. Robert L. Brown, Robert Winship Clinic, Emory University, At- 
lanta 22, Ga., Secretary. 

AMERICAN Society OF Bro_ocicat CHemusts, Atlantic City, N. J., Apr. 
13-18. Dr. F. W. Putnam, Univ. of Fla. Medical School, Gainesville, 
Fla., Secretary. 

AMERICAN SOcIETY FOR EXPERIMENTAL PatHoLocy, Atlantic City, N. J., 
Apr. 13-18. Dr. J. F. A. McManus, Univ, of Alabama Medical Center, 
Birmingham 3, Ala., Secretary. 

AMERICAN Society OF INTERNAL Mepicine, Conrad Hilton Hotel, Chi- 
cago, Apr. 19. Dr. Clyde C. Greene Jr., 350 Post St., San Francisco 8, 
Assistant Secretary. 

AMERICAN SOCIETY FOR PHARMACOLOGY AND EXPERIMENTAL THERAPEU- 
tics, Atlantic City, N.J., Apr. 13-17. Dr. Harold Hodge, Univ. of 
Rochester, Rochester 20, N. Y., Secretar. 

AMERICAN SOCIETY FOR THE Stupy or StTenRitity, Shelburne Hotel, At- 
lantic City, N. J., Apr. 3-5. Dr. Herbert H. Thomas, 920 S. 19th St., 
Birmingham 5, Ala., Secretary. 

AMERICAN SuRGICAL AssociaTIOoNn, Fairmont Hotel, San Francisco, Apr. 
15-17. Dr. W. A. Altemeier, Cincinnati Gen. Hospital, Cincinnati 29, 
Secretary. 

AMERICAN UroLocicaL Association, Chalfonte-Haddon Hall, Atlantic 
City, N.J., Apr. 20-23. Dr. Samuel L. Raines, 188 S. Bellevue Blvd., 
Memphis, Tenn., Secretary. 

AMERICAN VENEREAL Association, Johns Hopkins University, 
Baltimore, Apr. 27-28. Dr. S. Ross Taggart, 1325 Upshur St., N.W., 
Washington 11, D. C., Secretary-Treasurer. 

ARIZONA MEDICAL AssociaTION, San Marcos Hotel, Chandler, Apr. 28- 
May 2, Dr. Leslie B. Smith, 826 Security Bldg., Phoenix, Secretary. 
ARKANSAS Mepicat Society, Goldman Hotel, Ft. Smith, Apr. 13-15. Mr. 
Paul C. Schaefer, 215 Kelley Bldg., Ft. Smith, Executive Seeretary. 
Connecticut State Mepicat Association, Hamden High School, Ham- 
den, Apr. 28-30. Dr. William R. Richards, 160 St. Ronan St., New 

Haven, Executive Secretary. 

Hawan Mepicar Association, Hilo, Apr. 23-25. Mr. Lee McCaslin, 510 

S. Beretania St., Honolulu 13, Executive Secretary. 


(Continued on page 44) 
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Proven 


in over three years of clinical use 
in over 600 clinical studies 


FOR RELIEF OF ANXIETY 
AND MUSCLE ‘TENSION 


Does not interfere with autonomic function 
Does not impair mental efficiency, 
motor control, or normal behavior 

Has not produced hypotension, 
agranulocytosis or jaundice 


Milt own 


Supplied: 400 mg. scored tablets, 200 mg. sugar-coated tablets. 
ay WALLACE LABORATORIES, New Brunswick, N. J. 
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the skin and helps 
remove blackheads 


Fostex contains a 
combination of sur- 
face active agents 
(Sebulytic*) which: 
Completely emulsify ex- 
cess Oil so that it is 
quickly washed off the 
skin. 


Penetrate and soften 
comedones, unblocking 
the pores and facilitat- 
ing removal of sebum 


plugs. 


Fostex dries and 


peels the skin 
The Sebulytic base of 
Fostex dries and pro- 
motes peeling of the 
skin...actions enhanced 
by the keratolytic ef- 
fects of micropulver- 
ized sulfur and salicylic 
acid. 


*(Sodium lauryl sulfoacetate, sodium alkyl aryl polyether sul- 
fonate, sodium dioctyl sulfosuccinate. ) 


FOSTEX CREAM for 
therapeutic washing of 
skin in the initial phase 
of acne treatment, when 
maximum degreasing 
and peeling are de- 
sired. 


FOSTEX CAKE for 
maintenance therapy to 
keep skin dry and sub- 
stantially free of come- 
dones. 


Fostex is easy for your 
patients to use 


Patients stop using soap on 
affected skin areas. Instead 
they use Fostex for thera- 
peutic washing of the skin. 
The Fostex lather is mas- 
saged into the skin for 5 
minutes—then rinse and dry. 


Write for Samples 


WESTWOOD Pharmaceuticals 
Division of Foster-Milburn Co. Buffalo 13, New York 
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InpusTRIAL Mepicar Association, Sherman Hotel, Chicago, Apr. 26-29. 
Dr. Leonard Arling, 3101 University Ave., S. E., Minneapolis 14, Sec- 
retary. 

Iowa STATE Mepicar Socrery, Savery Hotel, Des Moines, Apr. 19-22. Mr. 
Donald L. Taylor, 529 36th St., Des Moines, Executive Secretary. 

MARYLAND, MEDICAL AND CHIRURGICAL FACULTY OF THE STATE OF, The 
Alcazar Hotel, Baltimore, Apr. 15-17. Mr. John Sargeant, 1211 Cathe- 
dral St., Baltimore, Executive Secretary. 

Missournt STATE Association, Kansas City, Apr. 5-8. Mr. T. R. 
O'Brien, 634 N. Grand Blvd., St. Louis, Executive Secretary. 

NEBRASKA STATE MeEpicAL Association, Hotel Paxton, Omaha, Apr. 27- 
30. Mr. M. C. Smith, 1315 Sharp Bldg., Lincoln 8, Executive Secretary. 

Socrery or AmMenica, The Homestead, Hot Springs, Va., 
Apr. 1-4. Dr. Frank P. Smith, 260 Crittenden Blvd., Rochester 20, N. Y., 
Secretary. 

New Jersey, Mepicart Society or, Chalfonte-Haddon Hall, Atlantic City, 
Apr. 25-29. Mr. Richard I. Nevin, P.O. Box 904, Trenton, Executive 
Officer. 

Onto Stare Mepicar Association, Neil House, Columbus, Apr. 21-24. 
Mr. Charles S. Nelson, 79 E. State St., Columbus, Executive Secretary. 

OKLAHOMA Strate Mepicar Association, Mayo Hotel, Tulsa, Apr. 19-22. 
Mr. R. H. Graham, P.O. Box 9696 Shartel Station, Oklahoma City, 
Executive Secretary. 

Society or NEUROLOGICAL SURGEONS, Waldorf-Astoria Hotel, New York, 
Apr. 27-28. Dr. Bronson S. Ray, 525 E. 68th St., New York 21, Secretary. 

Souruwest ALLERGY Forum, Shamrock-Hilton Hotel, Houston, Tex., Apr. 
26-28. Dr. Richard H. Jackson, Suite 156, Hermann Professional Bldg., 
Houston 25, Tex., Secretary. 

StupENtT AMERICAN Mepicat Association, Morrison Hotel, Chicago, Apr. 
30-May 3. Mr. Russell F. Staudacher, 430 N. Michigan, Chicago 11, 
Executive Secretary. 

TENNESSEE State Mepicar AssocraTion, Peabody Hotel, Memphis, Apr. 
12-15. Mr. Jack E, Ballentine, 112 Louise Ave., Nashville 5, Executive 
Secretary. 

Texas Mepicat Association, San Antonio, Apr. 18-21. Mr. C. Lincoln 
Williston, 1801 N. Lamar Blvd., Austin, Executive Secretary. 


May 


AMERICAN ASSOCIATION FOR THE History or Mepicine, Wade Park 
Manor, Cleveland, May 21-23. Dr. John B. Blake, Smithsonian-Institu- 
tion, Washington 25, D. C., Secretary. 

American or Carpro.ocy, Benjamin Franklin Hotel, Philadel- 
phia, May 26-29. Dr. Philip Reichert, 480 Park Ave., New York 22, 
Secretary. 

AMERICAN FEDERATION FOR CLINICAL Researcn, Chalfonte-Haddon Hall, 
Atlantic City, N. J., May 3. Dr. George E, Schreiner, Georgetown Univ. 
Hosp., Washington 7, D.C., Secretary. 

AMERICAN GYNECOLOGICAL Socrety, The Homestead, Hot Springs, Va., 
May 25-27. Dr. Andrew A. Marchetti, 3800 Reservoir Rd., N. W., Wash- 
ington 7, D. C., Secretary. 

AMERICAN OPHTHALMOLOGICAL Society, The Homestead, Hot Springs, 
Va., May 28-30. Dr. Maynard C. Wheeler, 30 West 59th St., New York 
19, Secretary. 

AMERICAN Pepiarric Socrety, The Inn, Buck Hill Falls, Pa., May 6-8. 
Dr. A. C. McGuinness, 2800 Quebec St., Washington 8, D. C., Secretary. 

AMERICAN PsycuosoMAtTic Society, Chalfonte-Haddon Hall, Atlantic City, 
N. J., May 2-3. Dr. Morton F. Reiser, 265 Nassau Rd., Roosevelt, N. Y., 
Secretary. 

AMERICAN Society ror INvesTiGATION, Haddon Hall, Atlantic 
City, N.J., May 3-4. Dr. S. J. Farber, 550, Ist Ave., New York 16, 
Secretary. 

AMERICAN Society oF MAXILLoractar SurnGEONS, Palmer House, Chicago, 
May 10-14. Dr. Orion H. Stuteville, 700 N. Michigan, Chicago 11, 
Secretary. 

AMERICAN Trupeau Socirty, Palmer House, Chicago, May 
E. P. K. Fenger, 1790 Broadway, New York 19, Secretary. 

ASSOCIATION OF AMERICAN Puysici1ans, Haddon Hall, Atlantic City, N. J., 
May 5-6. Dr. Paul B. Beeson, Yale Univ. School of Medicine, New Haven 
11, Conn., Secretary. 

FLonma Mepicar Association, Americana Hotel, Miami Beach, May 2-6. 
Mr. Ernest R. Gibson, P. O. Box 2411, Jacksonville 3, Managing Director. 

Groreia, Mepicat Association oF, Bon Air Hotel, Augusta, May 17-20. 
Mr. Milton D. Kreuger, 875 W. Peachtree St., N. W., Atlanta, Executive 
Secretary. 

Inuinors STATE Mepicat Society, Hotel Sherman, Chicago, May 19-22. 
Dr. Harold M. Camp, 224 S. Main St., Monmouth, Secretary. 

Kansas Mepicat Socrety, Jayhawk Hotel, Topeka, May 3-7. Mr. Oliver E. 
Ebel, 315 W. 4th St., Topeka, Executive Secretary. 

Lovuis1ANa STATE Mepicar Socrety, Roosevelt Hotel, New Orleans, May 
4-6. Dr. C. Grenes Cole, 1430 Tulane Ave., New Orleans 12, Executive 
Secretary. 

MAssAcHusETTS Mepicat Society, Hotel Statler, Boston, May 19-21. Dr. 
Robert W. Buck, 22 The Fenway, Boston 15, Secretary. 

MINNESOTA STATE MEDiIcAL Association, Hotel Duluth, Duluth, May 
25-27. Mr. R. R. Rosell, 496 Lowry Medical Arts Bldg., St. Paul 2, 
Minn.,” Executive Secretary. 

Mississipr1 STATE Mepicat Association, Hotel Buena Vista, Biloxi, May 
12-14. Mr. Rowland B. Kennedy, 735 Riverside Dr., Jackson, Executive 
Secretary. 

NATIONAL TUBERCULOSIS ASSOCIATION, Palmer House, Chicago, May 24-29. 
Mrs. Wallace B. White, 1790 Broadway, New York 19, Secretary. 

New Mexico Mepicat Socrery, Mission Mote, Las Cruces, May 5-7. Mr. 
Ralph R. Marshall, 221 W. Central Ave., Albuquerque, Executive 
Secretary. 

New York, Mepicat Socrety or THE STATE oF, Hotel Statler, Buffalo, 
May 9-15. Dr. Walter P. Anderton, 386 Fourth Ave., New York 16, 
Secretary. 

Nortn CaARoLinA, MEDICAL SOCIETY OF THE STATE OF, George Vander- 
bilt Hotel, Asheville, May 3-6. Mr. James T. Barnes, 203 Capitol Club 
Bldg., Raleigh, Executive Director. 


(Continued on page 46) 
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A TRANQUILIZER 


OF CHOICE IN 
PEDIATRIC 
PRACTICE 


for ‘round-the-clock, sustained relief from 
tension symptoms—sleeplessness, irritabil- 
ity, apprehension, headache!—on q. 12 h. 
medication 


meprobamate (Miltown®) ti rel capsules 
Found unexcelled for efficacy and safety in 
a pediatric study of four widely prescribed 
tranquilizing and relaxing agents.1 
e acts uniformly, day and night 
e effective in reduced dosage 


e capsules may be opened and 
coated granules mixed with food 


exceptionally well tolerated / extremely convenient 


1. Baird, H. W., Ill: A comparison of Meprospan (sustained action 
meprobamate capsule) with other tranquilizing and relaxing agents 
in children. Submitted for publication, 1958. Dosage: According to age. 


WALLACE LABORATORIES, New Brunswick, N. J. 
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cold 
never dry 


Until you provide 


prompt and 
PROLONGED RELIEF" with 


*A single dose provides relief for as long as 12 hours. 


Novahistine LPt combines the action of a 
quick-acting sympathomimetic with an 
antihistaminic drug for a greater decongestive 
effect. 


Each LP tablet contains: 

Phenylephrine hydrochloride................. 
Chlorprophenpyridamine maleate............. 
Supplied in bottles of 50 and 250 tablets. 


Usual Dose: Two tablets, morning and evening. 
For mild cases (and children), 1 tablet. Occa- 
sional patients may require a third daily dose, 
which can be safely given. 


tTrademark 


By.) PITMAN-MOORE COMPANY 


AY DIVISION OF ALLIED LABORATORIES, INC. 
LY) INDIANAPOLIS 6, INDIANA 
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Nortnu Dakota State Mepicat Association, Prince Hotel, Bismarck, 
May 2-5. Mr. Lyle A. Limond, Box 1198, Bismarck, Executive Secretary. 

Ruopve Istanp Mepicar Society, Providence, May 12-13. Mr. John E. 
Farrell, 106 Francis St., Providence 3, Executive Secretary. 

Socrety oF AMERICAN BacTERIoLocists, Sheraton Jefferson Hotel, St. 
Louis, May 10-15. Dr. E. M. Foster, University of Wisconsin, Madison 
6, Wis., Secretary. 

Society ror Pepratric Reseanrcu, The Inn, Buck Hill Falls, Pa., May 8-9. 
Dr. Clark D. West, Children’s Hosp., Cincinnati 29, Secretary. 

Soutn Mepicat Association, Columbia Hotel, Columbia, 
May 12-14. Mr. M. L. Meadors, 309 W. Evans St., Florence, Executive 
Secretary. 

Wisconsin, State Mepicat Socrery or, Hotel Schroeder, Milwaukee, 
May 5-7. Mr. Charles H. Crownhart, P.O. Box 1109, Madison 1, 
Secretary. 

June 


AMERICAN ACADEMY OF TUBERCULOSIS PHrysic1ANs, Atlantic City, N. J., 
June 6. Dr. Oscar S. Levin, P.O. Box 7011, Denver 6, Secretary. 

AMERICAN or Cnest Puysicians, Atlantic City, N. J., June 3-7. 
Mr. Murray Kormfeld, 112 E. Chestnut St., Chicago 11, Executive Di- 
rector. 

AMERICAN DerMartrovocicaL Association, Claridge Hotel, Atlantic City, 
N. J., June 1-4. Dr. Wiley M. Sams, 25 Southeast 2d Ave., Miami, Fla., 
Secretary. 

American Diraseres Association, Chalfonte-Haddon Hall, Atlantic City, 
N. J., June 6-7. Dr. E. Paul Sheridan, 1 East 45th St., New York 17, 
Secretary. 

AMERICAN ELECTROENCEPHALOGRAPHIC Society, Claridge Hotel, Atlantic 
City, N. J., June 11-14. Dr. Jerome K. Merlis, University Hospital, 
Baltimore 1, Secretary. 

American Geriatrics Socirery, Hotel Traymore, Atlantic City, N. J., 
June 4-5, Dr. Richard J. Kraemer, 2907 Post Rd., Warwick, R. L, 
Secretary. 

AMERICAN Mepicat Association, Traymore Hotel, Atlantic City, N. J., 
June 8-12. Dr. F. J. L. Blasingame, 535 N. Dearborn St., Chicago 10, 
Executive Vice President. 

AMERICAN MEpicat Women’s Sheraton Ritz Carton Hotel, 
Atlantic City, N. J., June 4-7. Miss Lillian T. Majally, 1790 Broadway, 
New York 19, Executive Secretary. 

AMERICAN NEUROLOGICAL AssoctaTion, Claridge Hotel, Atlantic City, 
N. J., June 15-17. Dr. Charles Rupp, 133 S. 36th St., Philadelphia 4, 
Secretary. 

AMERICAN Orntnopepic Association, Lake Placid Club, Lake Placid, 
N. Y., June 16-18. Dr. Lee Ramsay Straub, 715 Lake St., Oak Park, 
lll., Secretary. 

AMERICAN Procro.ocic Society, Shelburne Hotel, Atlantic City, N. J., 
June 15-18, Dr. Norman D, Nigro, 10 Peterboro St., Detroit 1, Secretary. 

AMERICAN RuHEUMATISM AssocIATION, Mayflower Hotel, Washington, 
D. C., June 2-6. Dr. Edward F. Hartung, 580 Park Ave., New York 21, 
Secretary. 

AMERICAN THERAPEUTIC Socrety, Shelburne Hotel, Atlantic City, N. J., 
June 4-7. Dr. Oscar B. Hunter Jr., 915-19th St., N.W., Washington 6, 
D. C., Secretary. 

Hosprrat AssociaATION OF THE UNITED STATES AND CANADA, 
St. Louis, June 1-4, Mr. M. R. Kneifi, 1438 S. Grand Blvd., St. Louis 4, 
Executive Secretary. 

Ipano State Mepicar Association, Sun Valley, June 14-17. Mr. Armand 
L. Bird, 364 Sonna Bldg., Boise, Executive Secretary. 

Marne Mepicat Association, The Samoset, Rockland, June 21-23. Dr. 
Daniel F. Hanley, P. O. Box 240, Brunswick, Executive Director. 

Mepicat Lisrary Association, King Edward-Sheraton Hotel, Toronto, 
Can., June 15-19. Miss Nettie A. Mehne, The Upiohn Co., Kalamazoo, 
Mich., Secretary. 

Society FoR INVESTIGATIVE DerMaTOLocy, Ritz Carlton Sheraton Hotel, 
Atlantic City, N. J., June 6-7. Dr, Herman Beerman, 255 S. 17th St., 
Philadelphia 3, Secretary. 

Society or Brovocica. Psycuiarry, Claridge Hotel, Atlantic City, N. J., 
June 13-14. Dr. George N. Thompson, 2010 Wilshire Blvd., Los Angeles 
57, Secretary. 

Sourm Dakota Strate Mepicar Association, Sheraton Johnson Hotel, 
Rapid City, June 20-23. Mr. John C. Foster, 300, Ist National Bank 
Bldg., Sioux Falls, Executive Secretary. 

Tue Enpocrine Socrety, Chalfonte-Haddon Hall, Atlantic City, N. J., 
June 4-6. Dr. Henry T. Turner, 1200 N, Walker St., Oklahoma City 3, 
Secretary. 

WyominGc STATE Association, Jackson Lake Lodge, Moran, 
June 11-14. Mr. Arthur R. Abbey, Box 2036, Cheyenne, Executive 
Secretary. 

July 

AMERICAN SocreTy or X-ray Tecunicians, Shirley Savoy Hotel, Denver, 
July 4-9. Miss Genevieve J. Eilert, 16 14th St., Fond du Lac, Wis., 
Executive Secretary. 

Rocky Mountatn Cancer CONFERENCE, Brown Palace Hotel, Denver, 
July 22-23. Dr. N. Paul Isbell, 835 Republic Bldg., Denver 2, Chairman. 


August 


AMERICAN HospitaL Association, Statler Hotel, New York City, Aug. 
24-27. Dr. Edwin L. Crosby, 18 E. Division St., Chicago, Director and 
Secretary. 

AMERICAN VETERINARY MEDICAL AssociaTIon, Hotel Muehlebach, Kansas 
City, Mo., Aug. 24-28. H. E. Kingman Jr., D.V.M., 600 S. Michigan 
Ave., Chicago 5, Executive Secretary. 

NATIONAL Association, Detroit, Aug. 10-13. Dr. John T. Givens, 
1108 Church St., Norfolk, Va., Secretary. 

Nevapa State Mepicat Association, Reno, Aug. 19-22. Dr. Gilbert G. 
Lenz, 505 S. Arlington Ave., Reno, Nev., Chairman. 

West Vincinta State Mepicart Association, The Greenbrier, White 
Sulphur Springs, Aug. 20-22. Mr. Charles Lively, P. O. Box 1031, 
Charleston 24, Executive Secretary. 


(Continued on page 48) 
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“hands-off 


“Meti’ steroid skin benefits 
plus 


instant, cooling relief from itching aid burning... 
broad, uniform coverage even on hirsute, itard-to-reach 
skin surfaces...no rub-in dontamination 

and irritation...no messy, watteful residue 
water washable, virtially invisibl 
...plus the advantages of wide-range antibacteria! action. 


Formaula~TCach spray dispenser contains 50 mg. of prednisolone 

and 50 mg. of neomycin sulfate. A 3-second spray delivers 
approximately 0.5 mg. each of prednisolone and neomycin, an amount 
sufficient to cover an area about the size of the hand. 

Packaging — ith Neomycin Aer« sol, 

i560 Gm. spray container. 


Meti.@ brand of corticostervids 


SCHERING CORPORATION BLOOMFIELD, NEW JERSEY 
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MEETINGS 


September 


AMERICAN AssocraTION or Mepicar Sheraton-Blackstone Hotel, 
Chicago, Sept. 24-26. Dr. Edwin P. Jordan, Box 58, Charlottesville, Va., 
Executive Director. 

AMERICAN ASSOCIATION FOR THE SURGERY OF TRAUMA, Mount Washing- 
ton Hotel, Bretton Woods, N. H., Sept. 24-26. Dr. William T. Fitts, Jr., 
3400 Spruce St., Philadelphia 4, Secretary. 

AMERICAN CoLLeGE or GASTROENTEROLOGY, Biltmore Hotel, Los Angeles, 
Sept. 19-26. Mr. Daniel Weiss, 33 W. 60th St., New York 23, N. Y., 
Executive Director. 

AMERICAN COLLEGE OF SURGEONS, The Traymore Hotel, Atlantic City, 
N. J., Sept. 28-Oct. 2. Dr. Paul R. Hawley, 40 E. Erie St., Chicago 11, 
Director. 

AMERICAN ROENTGEN Ray Society, The Netherland Hilton Hotel, Cin- 
cinnati, Sept. 22-25. Dr. C. Allen Good, Mayo Clinic, Rochester, Minn., 
Secretary. 

MICHIGAN State Mepicar Society, Pantlind Hotel, Grand Rapids, Sept. 
28-29, Oct. 1-3. Mr. William J. Burns, 606 Townsend St., Lansing 15, 
Mich., Executive Secretary. 

Unrrep States Section, INTERNATIONAL COLLEGE OF SURGEONS, Palmer 
House, Chicago, Sept. 13-17. Dr. Ross T. McIntyre, 1516 Lake Shore 
Dr., Chicago 10, Executive Secretary. 

Wortp Mepicar AssociaTI0On, Montreal, Canada, Sept. 7-12. Dr. Louis H. 
Bauer, 10 Columbus Circle, New York 19, Secretary-General. 


October 


AMERICAN ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY, The 
Palmer House, Chicago, Oct. 11-16. Dr. William L. Benedict, 15 Sec- 
ond St. S.W., Rochester, Minn., Executive Secretary. 

AMERICAN ACADEMY oF PeptaATRics, The Palmer House, Chicago, Oct. 
5-8. Dr. E. H. Christopherson, 1801 Hinman Ave., Evanston, IIl., 
Executive Secretary. 

AMERICAN Mepicat Warrers’ Association, St. Louis, Oct. 2-3. Dr. 
Harold Swanberg, 510 Maine St., Quincy, Ill, Secretary. 

AmeRICAN Pusiic HEALTH Association, Convention Hall, Atlantic City, 
N. J., Oct. 19-23. Dr. Berwyn F. Mattison, 1790 Broadway, New York 
19, N. Y., Executive Director. 

AMERICAN ScHoot HEALTH Association, Claridge Hotel, Atlantic City, 
N. J., Oct. 18-23. Dr. A. O. DeWeese, 515 E. Main St., Kent, Ohio, 
Executive Secretary. 

AmericAN Socrery or AND HyGrene, Claypool 
Hotel, Indianapolis, Oct. 28-31. Dr. Rolla B. Hill, 3575 St. Gaudens 
Road, Miami 33, Fla., Executive Secretary. 

AssociATION or Lire INsuRgNCE MEDICAL Directors OF AMERICA, 
Hotel Statler Hilton, New York City, Oct. 21-23. Dr. Royal S. Schaaf, 
Prudential Insurance Co., P. O. Box 594, Newark 1, N. J., Secretary. 


November 


AMERICAN AssocIATION OF BLoop Banks, Edgewater Beach Hotel, Chi- 
cago, Nov. 4-7. Dr. John B. Alsever, Southwest Blood Banks, 1211 W. 
Washington St., Phoenix, Ariz., Secretary. 

AMERICAN CLINICAL AND CLIMATOLOGICAL ASSOCIATION, The Homestead, 
Hot Springs, Va., Nov. 2-4. Dr. F, Tremaine Billings, 420 Medical Arts 
Bldg., Nashville, Tenn., Secretary. 

AMERICAN FRACTURE AssocIATION, Roosevelt Hotel, New Orleans, Nov. 
1-5. Dr. H. W. Wellmerling, 610 Griesheim Bldg., Bloomington, Il., 
Executive Secretary. 

ASSOCIATION OF AMERICAN Mepicat Edgewater Beach Hotel, 
Chicago, Nov. 2-4. Dr. Ward Darley, 2530 Ridge Ave., Evanston, IIl., 
Executive Director. 

GERONTOLOGICAL Society, INc., Statler Hotel, Detroit, Nov. 12-14, Mrs. 
Marjorie Adler, 660 S. Kingshighway Blvd., St. Louis 10, Administrative 
Secretary. 

INTERSTATE PosTGRADUATE MEDICAL ASSOCIATION OF NORTH AMERICA, 
The Palmer House, Chicago, Nov. 2-5. Mr. Roy T. Ragatz, Box 1109, 
Madison 1, Wis., Executive Secretary. 

WEsTERN SuRGICAL Association, The Broadmoor, Colorado Springs, Colo., 
Nov. 19-21. Dr. John T. Reynolds, 612 N, Michigan Ave., Chicago 11, 
Secretary. 


INTERNATIONAL AND FOREIGN 
December 


Banamas SurGicat ConrERENCE, British Colonial Hotel, Nassau. Bahamas, 
Dec. 29-Jan. 17. For information write: Dr. B. L. Frank, 23 E. 79th St., 
New York 21, New York, U. S. A 


1959 


February 


CENTRAL SuncicaL Association, Montreal, Can., Feb. 19-21. Dr. A. D. 
McLachlin, Victoria Hosp., London, Ontario, Secretary. 

Society or Universrry SurnGrons, Denver, Colo., Feb. 12-14. Dr. James 
D. Hardy, Univ. Medical Center, Jackson, Miss., Secretary. 


March 


BanamMas Mepicat ConrereNnce (Seventh), British Colonial Hotel, Nas- 
sau, Bahamas, Mar. 30-Apr. 12. For information write: Dr. B. L. Frank, 
23 E. 79th St., New York 21, N. Y., S. A. 

CaNaApDIAN MEDICAL AssociATIoNn, British Columbia Division, Section of 
General Practice, Harrison Hot Springs Hotel, Harrison Hot Springs, 
B. C., Mar. 19-21. Dr. W. Douglas McCauly, 149 Kenneth St., Duncan, 
B. C., Registrations. 

INTERNATIONAL COMMITTEE OF MILITARY MEDICINE & PHARMACY, Paris, 
France, Mar. 31-Apr. 5. For information address: International Commit- 
tee of Military Medicine & Pharmacy, Hospital Militaire, 79, rue Saint 
Laurent, Liege, Belgium. 


J.A.M.A., Dec. 13, 1958 


April 


Concress OF INTERNATIONAL ANESTHESIA RESEARCH Society, Miami 
Beach, Fla., U. S. A., Apr. 20-23. Dr. A. William Friend, East 107 & 
Park Lane, Cleveland 6, Ohio, U.S. A., Executive Secretary. 

Japan Mepicat Concress, Tokyo, Japan, Apr. 1-5. For information 
address: The Japan Medical Association, 2 Chone Surigadai Kanda, 
Chiyoda-Ku, Tokyo, Japan. 


May 


CONFERENCE ON INTERNATIONAL UNION FOR HEALTH EDUCATION OF THE 
Pustuic, Dusseldorf, Germany, May 2-9. For information address: Secre- 
tary-General, 92, rue St. Denis, Paris 1, France. 

INTERNATIONAL Concress oF ACUPUNCTURE, Paris, France, May 9-11. 
For information address; 8 avenue Franklin Roosevelt, Paris 8e, France. 

INTERNATIONAL VETERINARY ConGress, Madrid, Spain, May 21-27. Dr. 
Jac Jensen, Beltstraat 168, Utrecht, Netherlands, General Secretary. 


June 


INTERNATIONAL Fertimiry Association, Amsterdam, Netherlands, June 
7-13. Dr. Carlos Nouel, 4 Agnietenstr, Amsterdam, Netherlands, Secre- 
tarv-General. 

INTERNATIONAL Hosprrar, Concress, Edinburgh, Scotland, June 1-6. 
Capt. J. E. Stone, 34 King St., London, E. C. 2, England, Secretary- 
General. 

Pan-American Concress or RueumMatic Diseases, Washington, D. C., 
U. S. A., June 2-6. Dr. Richard T. Smith, West Point, Pa., U. S. A., 
Secretary-General. 


July 


Britis) Mepicar Association, Edinburgh, Scotland, July 16-24. For in- 
formation address: The Secretary, British Medical Association, Tavistock 
Square, London, W.C. 1, England. 

CaNnapIAN Mepicar Association, Edinburgh, Scotland, July 16-24. Dr. 
A. D. Kelly, 150 St. George St., Toronto 5, Ont., General Secretary. 
INTERNATIONAL ConGress OF Prprarnics, Montreal, Que., July 19-25. 
For information address: Dr. R. L. Denton, 2300 Tupper St., Montreal 

25, Que. 

INTERNATIONAL CoNnGREsSS OF PLAstTIc SURGERY, London, England, July 
13-17. Mr. David Matthews, 152 Harley St., London, W. 1, England, 

INTERNATIONAL ConGress or RapIioLoGy, Munich, Germany, July 23-30. 
Prof. Hans v. Braunbehrens, Frankfurt am Main, Forsthausstrasse 76, 
Germany, General Secretary. 

INTERNATIONAL PsYCHOANALYTICAL Association, Copenhagen, Denmark, 
July 26-30. Miss Pearl King, 37 Albion St., London, W. 2, England, 
Secretary-General. 

August 


INTERNATIONAL ASSOCIATION OF LIMNOLOGY, Vienna & Salzburg, Austria, 
Aug. 20-Sept. 8. For information address: Secretary, Biologische Station, 
Lunz am See, Austria. 

INTERNATIONAL ConGress FoR THE History or Scrence, Barcelona & 
Madrid, Spain, Aug. 30-Sept. 6. Prof. J. Vernet, Universidad de Barce- 
lona, Barcelona, Spain, Secretary-General. 

INTERNATIONAL CONGRESS OF PuysIOLoGIcal. Sciences, Buenos Aires, 
Argentina, Aug. 9-15. A. O. M. Stoppani, Facultad de Ciencias Medicas, 
Paraguay 2151, Buenos Aires, Argentina. 

INTERNATIONAL CONGRESS FOR SPEECH AND Voice THenapy, London, 
England, Aug. 17-22. Miss M. Carter, 46 Cannonbury Square, London, 
N. 1, England, Secretary. 

Pan-AMERICAN CONGRESS OF VETERINARY Mepicine, Kansas City, Mo., 
U.S. A., Aug. 23. Dr. Benjamin D. Blood, P.O. Box 99, Azul, Buenos 
Aires Prov ince, Argentina, Secretary-General, 

Worip ConrerENCE ON Mepicat Epucation, Palmer House, Chicago, 
t., U.S. A., Aug. 30-Sept. 4. For information address: Dr. Louis H. 
Bauer, 10 Columbus Circle, New York 19, N. Y., U.S. A. 


September 


CONGRESS OF INTERNATIONAL UNION OF RAILWAY MEDICAL SERVICES, 
Lucerne, Switzerland, Sept. 21-24. Dr, J. Ortega, 13, rue de Chatean- 
London, Paris 10, France, Secretary-General. 

European Conoress or London, England, Sept. 2-4. For in- 
formation address: British Association of Allergists, Wright-Fleming 
Institute, St. Mary’s Hospital, London, W. 2, England. 

European ConGress ON RueuMatisM, Istanbul, Turkey, Sept. 18-21. For 
information address: Professor Hami Kocas, Medical School, Ankara, 
Turkey. 

INTERNATIONAL LEAGUE AGAINST RukUMATISM, Istanbul, Turkey, Sept. 
18-21. For information write: Prof. Hami Kocas, Medical School, 
Ankara, Turkey. 

INTERNATIONAL TUBERCULOSIS CONFERENCE, Istanbul, Turkey, Sept. 11-18, 
Dr. T. I. Gokce, Selime Hatun, Mezarlik Sokak, Taksim, Istanbul, 
Turkey, Secretary-General. 

INTERNATIONAL UNION OF THE MepicaL Press, Cologne, Germany, Sept. 
21-24. Dr. Stockhausen, Secretary of Bundesaerztekammer, Cologne 
Germany. 

Concress ror Puysicat Tuenapy, Paris, France, Sept. 6-12. For 
information write: Miss M. J, Neilson, Tavistock House, Tavistock 
Square, London, W. C. 1, England. 

Wor.ip Mepicar Association, Montreal, Canada, Sept. 7-12. Dr. Louis 
H. Bauer, 10 Columbus Circle, New York 19, Secretary-General. 


1960 
January 


Pan AMERICAN ConGress OF OPHTHALMOLOGY, Caracas, Venezuela, Jan. 
31-Feb. 7. For information address: Dr. Moacyr, E. Alvaro, 1151 Conso- 
lacao, Sao Paulo, Brazil. 


(Continued on page 50) 
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whenever cough therapy is indicated 


CODAN 


(DIHYDROCODEINONE WITH HOMATROPINE METHYLBROMIDE) 


Relieves cough within 15-20 minutes, maintaining comfort for 6 hours or 
longer usually without impairing expectoration or inducing constipation. 


Available in tasty syrup and convenient tablet forms. Each teaspoonful or tablet of Hycopan* 
contains 5 mg. dihydrocodeinone bitartrate and 1.5 mg. Mesopin ( homatropine methylbromide ). 
Average adult dose: One teaspoonful or tablet after meals and at bedtime. May be habit-forming. 
Federal law permits oral prescription. 


literature? write ENDO LABORATORIES Richmond Hill 18, New York 


®u.8 PAT. 2,630,400 


THE COUGH IS GONE... 
gl’ 
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June 


Canapian Mepican Association, Banff, Alberta, June 13-17. Dr, A. D. 
Kelly, 150 St. George St., Toronto 5, Ont., General Secretary. 

INTERNATIONAL ConGress OF CLiIntcAL PatHoLocy, Madrid, Spain, June 
13-17. Dr. J. Aparicio Garrido, Sandoval 7, Madrid, Spain, Secretary- 
General. 

INTERNATIONAL CONGRESS OF Pruysi0-PATHOLOGY OF ANIMAL REPRODUC- 
AND AntirictaL INSEMINATION, Amsterdam, Netherlands, June 
13-17. Dr. J. Edwards, Milk Marketing Board, Thames, Surrey, England, 
Secretary. 


July 


INTERNATIONAL CONGRESS AGAINST ALCOHOLISM, Stockholm, Sweden, 
July 31-Aug. 5. Dr. Archer Tongue, Case Gare 49, Lausanne, Switzer- 
land, Secretary-General. 

INTERNATIONAL CONGRESS OF ENDOCRINOLOGY, Copenhagen, Denmark, 
July 18-23. For information address: Dr. Henry H. Turner, 1200 N. 
Walker, Oklahoma City 3, Okla., U.S. A. 

INTERNATIONAL ConGress ON Gorrer, London, England, July 6-8. For 
information write: Dr. John C. McClintock, 149!» Washington Ave., 
Albany, N. Y., U.S. A. 

INTERNATIONAL CONGRESS ON OccuPATIONAL HEALTH, Waldorf-Astoria, 
New York, N. Y., U. S. A., July 25-29. Dr. Leo Wade, 15 West 5st St., 
New York, N. Y., U. S. A., Chairman. 


August 


INTERNATIONAL ConGress or Cuemisrry, Edinburgh, Scotland, 
Aug. 14-19. For information address: Dr. $8. C. Frazer, Clinical Labora- 
tory, Royal Infirmary, Edinburgh, Scotland. 

INTERNATIONAL CoNnGrRESS OF GERONTOLOGY, San Francisco, Calif., 
U.S. A., Aug. 7-14. Mr. Louis Kuplan, 722 Capitol Ave., Sacramento, 
Calif., U. S. A., Executive Secretary. 

INTERNATIONAL CONGRESS OF PHuysICAL Mepicing, Washington, D. C., 
U. S. A,, Aug. 21-26. For information write: Dr. W. J]. Zeiter, 2020 
E. 93d St., Cleveland, Ohio, U. S. A. 

INTERNATIONAL Society OF HemMato.ocy, Tokyo, Japan, Aug. 25. For 
information write: Dr. Sol Habermann, 3500 Gaston Ave., Dallas, Tex., 
U.S. A. 

Wor.p Concress oF THE INTERNATIONAL SOCIETY FOR THE WELFARE OF 
Crippies, New York, N. Y., U. S. A., Aug. 29-Sept. 2. Mr. Donald V. 
Wilson, 701 First Ave., New York 17, N. Y., U. S. A., Secretary-General. 


September 


ConGress OF INTERNATIONAL SocreTy FoR BroLocy, Paris, France, 
Sept. 7-9. For information write: Prof. Chevremont, 20, rue de Pitteurs, 
Liege, Belgium. 

ConGress OF INTERNATIONAL Society OF ORTHOPEDIC SURGERY & 
TrauMATOLOGY, New York, N. Y., U. S. A., Sept. 7-9. For information 
address: International Society of Orthopedic Surgery & Traumatology, 
34 Rue Montoyer, Brussels, Belgium. 

INTERNATIONAL CONGRESS OF CRIMINOLOGY, The Hague, Netherlands, 
Sept. 7-9. For information address: Sosiete Internationale de Crimi- 
nologie, 28 avenue de Friedland, Paris 8e, France. 

INTERNATIONAL CONGRESS OF NuTRITION, Washington, D. C., U. S. A., 
Sept. 1-7. Dr. Milton O. Lee, 9650 Wisconsin Ave., Washington 14, 
D. C., U.S. A., General Secretary. 

INTERNATIONAL Society OF GEOGRAPHICAL PATHOLOGY, London, England, 
Sept. 7-9. Prof. Fred. C. Roulet, 174 Albanrheinweg, Basle, Switzerland, 
Secretary-General. 

Wor-p CoNnGREss OF ANESTHESIOLOGISTS, Toronto, Ont., Sept., 4-10. For 
information write: Dr. R. A. Gordon, 516 Medical Arts Bldg., Toronto 5, 
Ont. 

1961 
October 
INTERNATIONAL CONGRESS OF NEUROSURGERY, Statler, Hotel, Washington, 


D. C., U. S. A., Oct. 14-20. Dr. David L. Reeves, 316 W. Junipero St., 
Santa Barbara, Calif., U. S. A., Editor of Transactions. 


MAGAZINE—TELEVISION REPORT 


The following list of current medical articles in mass-circula- 
tion magazines and forthcoming network television programs on 
medical subjects is published each week only for the information 
of readers of THe Journav. Unless specifically stated, the 
American Medical Association neither approves nor disapproves 
of the articles and programs reported. 


TELEVISION 


Sunday, Dec. 14, 1958 
CBS-TV, 5:00 p.m. EST. “Conquest” will unveil the latest 
strides being made in two different fields of science—cancer 
research and the study of volcanoes. 


MAGAZINES 


Saturday Evening Post, Dec. 6, 1958 
“The Hunt for Hidden Diabetics,” by Patricia and Ron 
Deutsch 


J.A.M.A., Dec. 13, 1958 


This article explains how a diabetic detection center in 
Fresno, Calif., is tracking down unsuspecting victims. In 
1954, the American Diabetes Association produced Drey- 
pak, a simple test used to spot diabetics. The subject dips a 
strip of special paper into a urine sample at home, lets it 
dry, and mails it to a testing center in a prepared envelope. 


Harper's, December, 1958 

“Mutiny of the Bountiful,” by Marion K. Sanders 
In this article is given an explanation of why the volunteer 
health money-raisers are rebelling against current fund- 
raising practices. The suggested solution is that “the health 
drives should merge—not with the united appeals—but with 
one another. The result would be two major campaigns a 
year—a united fund drive and a united health appeal.” 

“The Extern,” a story by Theodore Jacobs 
This humorous story tells what a junior in medical school is 
up against when attempting to diagnose his first patient's 
illness. 


McCall's, December, 1958 


“It’s All in the Body,” by Elizabeth Pope 
Bonnie Prudden, athlete, gymnast, and founder of the In- 
stitute for Physical Fitness in White Plains, N. Y., is teach- 
ing children how to use and enjoy their bodies and is in- 
structing mothers on how to exercise away backaches and 
blubber. In this story of how the fitness crusade has cap- 
tured America, Bonnie explains her theory that “exercises 
are designed to relieve muscular tension and build flexibility 
and strength.” She feels that “emotional strain is a major 
cause of physical failure.” 

“The Doctor Talks About Cesareans,” by Dr. Frank J. 

McGowan and the McCall's Board of Medical Advisers. 
A review of the history and present day effectiveness of 
cesarean operations is given. The article also describes the 
use of Pitocin, which one New York hospital believes has 
been the prime factor since the 1930's in reducing the 
length of labor. 


Redbook, December, 1958 

“How Safe Are the Chemicals in Your Food?” Ruth and Ed- 

ward Brecher 
According to the article, since the passage of the new Food 
Additives Amendment—giving the FDA control over the 
introduction of all chemicals added to food—plus the 1954 
Miller Pesticides Amendment, Americans can expect a safe- 
guard for their food from untested chemicals. An explana- 
tion is presented of these laws, where they may fail, and 
what you can do in your kitchen and at the market to 
minimize the risk of eating untested chemicals. 


Pageant, January, 1959 

“The Miracle of Speech Town,” by Nino Lo Bello 
At the Institute of Logopedics, in Wichita, Kan., 250 peo- 
ple are learning to correct speech defects. Most of the pa- 
tients are youngsters. They suffer from an inability to talk as 
a result of a brain injury during birth. Logopedic cases are 
cited and the history of the speech center is discussed. 

“Do You Really Need Glasses?” by Malcolm P. Dempster 
The National Society for the Prevention of Blindness found 
there are 75 million eyeglass wearers in the United States, 
and the rest of the population consists of people who should 
be wearing glasses but are not and people who do not need 
glasses now but may as they get older. An explanation of 
visual training, the eyeball, hyperopia, myopia, presbyopia, 
astigmatism, and the meaning of 20/20 vision are presented. 

“Alibi for Adultery?” by George Riemer 
According to the author liquor is no excuse for adultery. 
Psychiatrists, he states, say the idea of adultery is almost 
always born before a bottle is ever opened. If alcohol should 
arouse amorous feelings or sexual inhibitions, it is because 
of its depressant action on the brain. 

“The All-Around All-American Pill,” by Richard Carter 
In the review of the aspirin, the author claims this pill cures 
nothing, but relieves pain and fever so promptly and effec- 
tively that physicians use it as a treatment in everything 
from sniffles to cancer. The author states that aspirin is 
used as an analgesic, a reducer of fever, a reliever of rheu- 
matic symptoms, and forms a compound called glucuroride 
which helps to dissolve calcium. 
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Theragran—the original and most widely prescribed 
therapeutic vitamin preparation—is now expanded 
to provide additional nutritional support for your 
adult patients. In keeping with the proposals of in- 
vestigators, such vitamins as B,.. pyridoxine and 
d-calcilum pantotnenate have been added to the 
formula, and the ascorbic acid content has been in- 
creased. These improvements in the Theragran for- 
mula provide your patients with extra value at no 
additional cost. 


Vitamin A 25,000 U.S.P. Units 
Pyridoxine HyGrochtaride ; 5 mg. 


Vitamin activity concentrate ................. 


1 or more Capsules daily as recommended by « physician. 
Family Pack of 180. Bottles of 30, 60, 100 and 1000. 


ALBO AVAILASLE 
new! 


formulated for vitamin therapy in children and adolescents 
as Theragran is formulated for adults. 


for patients who prefer liquid vitamin therapy 


Squibb Quality— 


the Priceless 
Ingredient 


> 
improved 
ormula! 
gf 
; 
. 
3 
5 meg. 
is 
SQUIBB 


J.A.M.A., Dec. 13, 1958 
NATIONAL ORGANIZATIONS OF MEDICAL INTEREST 


SOCIETY PRESIDENT SECRETARY MEETING 
American 


Public Health Association ' Leona Baumgartner, New York City. Berwyn F. Mattison, 1790 Broadway, New York 19 Atlantic City, N. J., Oct. 19-23 
Radium Society : Milford Schulz, Boston 14......... ‘ Robert L. Brown, Robert Winship Clinic, Emory Univ.. 

A ( ae Hot Springs, Va., Apr. 6-8 
Rheumatism Assn ; James J. Bunim, Bethesda, Md... ms Washington, D. C., June 2-6 
Roentgen Ray Society = 1 Barton R. Young, Philadelphia JC. Allen Good, 200 Ist St., S.W., Rochester, Minn......... Cincinnati, Sept. 22-25 
School Health Assn. 5 Delbert Oberteuffer, Columbus, Ohio. JA. O. DeWee: 515 E. Main St., Kent, Ohio ; ..|Atlantie City, N. J., 
Society for Clinical Investigation A. Leutscher. Jr., San Francisco S. J. Farber, 550 Ist Ave., New York 16 Atlantic City, N. JL, / 
Society for Experimental Pathology f Wartman, Chicago J J.F.A. McManus, Univ of Ala. Med. Center, Birmingham, Ala. | Atlantic City, N. J., / 
Society for Pharm. & Ex. Ther Chauncey Leake, Columbus 10 Ilarold Hodge, Univ. of Rochester, Rochester 20, N. Y. Atlantic City, N. J., J 
Society for the Study of Sterility Sheldon Payne, Los Angeles 25 H. H. Thomas, 920 S. 19th St., Birmingham, Ala. 
s Anesthesiologists Ralph S. Sappenfield, Miami 37, Fla. J. E. Remlinger, Jr., 188 W. Randolph St., Chicago 1 Atlantic City, N 
Society of Biological Chemists S. Ochoa, New York Philio Handler, Duke University, Durham, N. C 
Society of Clinical Pathologists Harry P. Smith, New York 32 C. G, Culbertson, 1040 W. Michigan St., Indianapolis 6 Chivago, May 10-14 
Society of Maxillofacial Surgeons F. S. Dunn, New York 21 Orion H. Stuteville, 700 N. Michigan Ave., Chicago 11 
Society of Plastic & Reconst. Surg. S. Milton Dupertuis, Pittsburgh 13 Kenneth L. Pickrell, Duke Univ. Hosp., Durham, N. C. 
Society of Tropical Medicine & Hygiene|Lewis W. Hackett, Berkeley, Calif Rk. B. Hill, . Gaudens Rd., Miami 33, Fla 
Surgical Assn 1. S. Ravdin, Philadelphia |W A. Altemeier, Cincinnati Gen. Hosp., Cincinnati 29 Atlantic City, No 4.. °5 
Tom D. Spies, Birmingham, Ala j}O. B. Hunter, Jr. 915 19th St., N W., Washington, D. C.....| Atlantic City, N. J., June 4-7 
Daniel E, Jenkins. Houston, Tex E .. Feager, 1790 Broadway, New York 19 Atlantic City, N. J., Apr. 20-23 
Adolph Kutzmann, Los Angeles 57 |Samuet S. Bellevue Bivd., Memphis, Tenn 
Sidney Olansky, Durham, N. C iS. R. Taggart, 1325 Upshur St., N.W., Wash., D. C 
R. E. Rebrassier, Columbus, Ohio. |H. E. Kingman Jr., 600 8S. Michigan Ave., Chicago 5. 
Assn. for Research in Nervous & Ment. Dis.|Lee Eaton, Rochester, Minn |RKollo J. Masselink, 700 W. 168th St., New York 52 
Assn. for Research in Ophthalmology. Michael J. Hogan, San Francisco Lorand VY. Johnson, 10515 Carnegie A 
Assn. of American Medical Colleges Jobn McK. Mitchell, Philadelphia Richard H. Young, 253 p Ave., nston, | 
Assn. of American Physicians Walter Bauer, New Haven 11, Conn » B. Beeson, Yale U. Se . New Haven 11, Conn 
Assn. of Life Ins. Med. Dir. of America..../Henry B. Kirkland, Newark, N. J yal S. S af, 0. x 504, Newark 1, N. J 
Assn. of Medical Iilustrators. Lewis A. Waters, Dallas 19, Tex A) J 1 and Dewey Ave., Omaha 5 
Assn. of Military Surgeons of U. S. |Charles R. Mueller, Washington 6, D. C St w 
Assn. of Public Health Phys. Sanford P. Lehman, Seattle 
Assn. of State & Territorial Health Officers|Herman E. Hilleboe, Albany, N. Y. | 
Biological Photographic Assn Mr. Leo C. Massopust, Milwaukee } 
Central Assn. of Ob. & Gyn. f Herbert E. Schmitz, Chicago 2 | 

| 


Indianapolis, Oct 


| 
|Baltimore, Ap 28 
Aug. 24-28 


2 
Kansas City, Mo., 


M. F. Shanholtz, State Office Bldg 

Miss J. Waters, Box 1668, Grand Central P. O 

Edwin J. DeCosta, 104 S. Michigan Ave., Chicago 3 

R. M. Patterson, Ohio 8S. Univ. Col. of Med., Columbus 10, Ohio} 

Austin S. Weisburger, 2065 Adelbert Rd., Cleveland 6 | 

A. D. McLachlin, Victoria Hosp., London, Ont., Canada Montieal 


Central Neuropsychiatric Assn Edward G. Billings, Denver 6 
Central Society for Clini Research Thorton Seert, Lexington, Ky 
Central Surgical Assn......... cevsreeececeeerveeeef William A. Altemeier, Cincinnati i 
Clinical Orthopaedic Society Marcus J. Stewart, Memphis 3, Tenn Charles H. Franz, 181) Wealthy St. 8.E., Grand Rapids, Mich 
Colle of American Pathologists. Charles P. Larson, Tacoma, Wash |A. H. Dearing, Prudential Plaza, Suite 2115, Chicago |! 
Gerontological Society Mr. Louis Kuplan, Sacramento, Calif Robert W. Kieemeier, St 
Industrial Medical Association H. W. Lawrence, Cincinnati 17 eonard Arling, 3101 Univ. Ave., S.E., Minneapolis 14 
Interstate Postgrad. Med. Assn of N. A...../Samuel Marshall, Boston }Erwin R. Schmidt, Box 1109, is * 
Me tical Library Assn Miss Isabelle Anderson, Denver Mrs. H. T. Perkins, 333 Cedé . New Haven 11, Conn 
National Medical Assn R. Stillmon Smith, Macon, Ga 5 z. ¢ s, 1108 Chureh St., Norfolk 10, Va Detroit, Aug. 10-15 
National Multiple Scierosis Society. Mr. Ralph C. Glock, New York Mr. Don 257 Fourth Ave., New York 10 New York, Mar. 9 
Nationai Proctologiec Assn. Peggy Cornet, Chicago Heights, Ill 2 fue Madison St., Chicago 2 | 
National Tuberculosis Assn Mario Fischer, New York 19 I yhite, 1790 Broadway, New York 19 jChieago, May 24-29 
Neurosurgical Society of America Charles L. Neill, Jackson, Miss : Miss Nettie Mehne, The Upjohn Co., Kalamazoo, Mich |Toronto, Can., June 15-19 
Radiological Society of North America “oC. Rigler, Los Angeles 26 D. S. Childs, 713 E » St., Syracuse 2, N. Y 
Society for Investigate Dermatology , “r C. Lobitz Jr., Hanover, N.H. Herman Beerman, 255 § Ss Philadelphia 3 
slety for Pediatric Research Ss ; : . Boston Clark D. West, Children’s Hops., Cincinnati Buck Hill Falls, Pa., May 8-9 
siety for Vascular Surgery Arthur H. > », New York 32. Henry Swan, 4200 East 9th Ave., Denver 20 
iety of American Bacteriologists Harry Eagle the —o E of Wisconsin, Madison 6, Wis St. Louis, May 10-15 
‘iety of Biological. Psychiatry Joseph Wortis, I Los Angeles 57|Atlaatic City, N. J., June 13-14 
riety of Clinical Surgery James Priestly, r Kan 
‘iety of Neurological Surgeons. | Leonard T. Furlow, St. | ». 68th St., New York 21 New York, Apr. 27-28 
‘iety of University Surgeons C. Rollins Hanlon, St. Louis 4, Mo. de rdy, Medical Center, Jackson, Denver, Colo., Feb. 12-14 
Southeastern Surgical Congress |Murray M. Copeland, Washington 7, D.C.|B. T dgewood Ave. S.E., Atlanta G Miami Beach, Fla., Mar. 9-12 
yuthern Medical Assn ’. Kelly West. Oklahoma City, Okla. Mr Foster, Empire Bidg., Birmingham 3, 
yuthern Surgical Assn. é “ James D. Rives, New Orleans 12, La George G. Finney 947 St. Paul St., Baltimore | 
Southwestern Medical Assn Louis G, Jekel, Phoenix, Ariz Russell L. ter, Arizona St., El Paso, Tex 
Southwestern Surgical Congress Lewis M. Overton, Albuquerque, N. M iC. M. O'Leary, 1213 Med. Arts Bidg. Oklahoma City Denver, Mar. 30-Apr. 1 
Student American Medical Assn Mr. Carwile LeRoy, Chapel Hill, N. C...|} Russell F. Staudacher, 430 N. Michigan, Chicago 11....j|Chicago, Apr. 30-May 3 
The Endocrine nie’ Leo T. Samuels, Salt Lake City H. H. Turner, 1200 N. Walker St., Oklahoma City 
U. S. Section, or ‘1 Coll. of Surgeons|Curtice Rosser, Dallas, Texas. | Karl Mever, 1516 Lake Shore Dr., Chicago 
Western Industrial Medical Assn |David D. Holaday, San Francisco li C. Remington, 9% 


Western Orthopedic Assn Joe B. Davis, Portland, Ore Eldon G. Chuinard, 

Western Society of Electro-Encephalography| Donald B. Lindsley, Los Angeles 24 }Kenneth A. Blinn, 4120 Atlantic Ave Long Beach, Calif 
Western Surgical Assn. |\James T. Priestley, Rochester, Minn John T. Reynolds, 612 N. Michigan Bivd., Chicago 11 |Colorado Springs, Colo., Nov. 19 21 
Woman's Auxiliary to the Am. Med. Assn.|/Mrs. Paul C, Craig, Wyomissing, Pa }Miss Margaret Wolf. 535 N 


135 N. Dearborn St., Chicago 10 | 
World Medical Assn Charles Jacobsen, Denmark Louis H. Bauer, 10 Columbus Circle, New York 19 Montreal, Canada, Sept. 7-12 


“All of a sudden she doesn't appeal to me at all. Has 
the food tasted funny to you lately, Gus?” 


“My advice to you is to keep breathing.” 
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understands 


children 


This is the shoe designed especially for the 
first walking years . . . with the fit, the fea- 
tures and the name so many doctors recom- 
mend. Made with skill, quality and lots of 
good old-fashioned pride . . . in an extensive 
range of styles, sizes and widths. 

DOCTOR: If you are not already familiar with Stride Rites, and the Stride Rite 


Shoe with Extra Support, write for information to: Green Shoe Mfg. Co., 
960 Harrison Avenue, Boston, Massachusetts. 


THE 
TRIDE Rite 
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DIURETIC 


from years of experience... years of 


for initiation of therapy 


BRAND OF MERALLURIDE INJECTION SODIUM 


Long recognized as a standard by which other diuretics 
are judged, MERCUHYDRIN is still a mainstay 
of any diuretic regimen initiated to control fluid-retention 
disorders. Years of experience have taken the guesswork 
out of MERCUHYDRIN: you know what to expect— 
you know maximum benefits are achieved rapidly, 
you know side effects are rare, and you know that you are 
administering a diuretic of choice— proved through the years, 
z There are 39 mg. of mercury as the organic molecule 
meralluride and 48 mg. of theophylline 
< in each cc. of MERCUHYDRIN injection. 
a supplied: MERCUHYDRIN —1 cc. ampuls, 
boxes of 12, 25, and 100; 2 cc. ampuls, boxes of 12, 25, 
and 100; 10 cc. vials, boxes of 6, 25, and 100. 
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confidence and patient comfort 


for prolonged oral maintenance 
TABLET 


NEOHYDRIN 


BRAND OF CHLORMERODRIN 


For maintenance of the edema-free state, NEOHYDRIN, 
a clinically established oral organomercurial, 

avoids the ill effects of up-and-down maintenance, 
averts seesaw fluid accumulation and permits 

you to adjust dosage for the individual patient needs. 
There are 18.3 mg. of chlormerodrin, equivalent 

to 10 mg. of non-ionic mercury, in each tablet. 
supplied: NEOHYDRIN—bottles of 50 and 500 tablets. 
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Cc 
,012 patients sre analyzed in this table. It is immediately obvious 
that 1,675 or 93% of the patients studied in this table were 41 years of age 
or over; 94% of the patients showing an excellent response were in this group 
of patients of 41 years of age or over at the time of treatment with Diabinese. 
Only 227 of the 1,675 patients over 41 years of age at the time of treatment 
with Diabinese failed to respond and were considered poor controls. This is 
a percentage of failures of 13.6% which is an excellent record for this type 
of compound. Another analysis shows that 1,186 of the 1,675 patients over 41 
years of age showed an excellent control with Diabinese. This is a percentage 
of excellent control of 71%. 


An advance in potency of therapeutic activity 


An advance in duration of therapeutic activity 


An advance in effectiveness over a wider range of patients 


DIABINESE 


brand of chlorpropamide 


once-a-day dosage 


a MAJOR ADVANCE in the ORAL treatment of DIABETES 


*Trademark 
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ORAL CONTROL 


PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc., Brooklyn 6, New York 


MATURITY-ONSET 
DIABETES 


Diabinese exerts a hypoglycemic effect within one hour, which becomes 
maximal within three to six hours. It exhibits twice the potency of 
tolbutamide on acute administration and up to six times its potency on 
chronic administration. Most patients can be started on only 0.25 to 0.5 Gm. 
daily given as a single dose with breakfast. 


Diabinese has a longer biologic half-life than tolbutamide. Excreted slowly, 
80 to 90 per cent of one administration is eliminated in 96 hours. A single 
dose provides a therapeutic effect lasting 24 hours or longer. Since it 
remains in the blood as the active hypoglycemic material and is only 
gradually removed, Diabinese affords longer-lasting clinical benefit, with 
relatively constant blood levels, on low, once-a-day dosage. 


The enhanced potency and duration of effectiveness of Diabinese is reflected 
in its notable record of clinical success in properly selected patients. 
Ninety-four per cent of excellent responses to Diabinese are in the most 
common group — the “maturity-onset” diabetics. Diabinese proved effective 
in 86.4 per cent of 1,675 patients over 40 years of age. Good results have 
even been obtained in some “brittle” diabetics, as well as in many 

patients exhibiting primary or secondary failure with tolbutamide. 


poOsAGE: IMPORTANT -— Patients should not be given starting doses 
in excess of 0.5 Gm. daily. An initial dosage of 250 mg. daily is 
recommended for geriatric diabetics, For full details see Section 8 

of Report on Diabinese. 


SUPPLIED: 250 mg. tablets, scored; bottles of 60 and 250. 
100 mg. tablets, scored; bottles of 100. 


REP‘ r ON DIABINESI 
Your peat bound copy is 
available from your Pfizer 
representative. 


Science for the world’s well-being 


1. Summary of Diabinese Study Program 
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JUST WHAT THE DOCTOR ORDERED... FOR BABY’S EARLY DIET 


Each day, more and more infants are receiving ripened wheat and toasted malt). Malt-o-Meal is 
double flavored Malt-o-Meal hot wheat cereal in enriched with B vitamins and iron. Added wheat 
their diets. And they like it—for its smooth, gluten provides additional protein, too. Just 
creamy consistency and its delightful flavor (sun- right for baby’s early diet. 


WHEN RECOMMENDING CEREAL... SUGGEST ‘“‘MALT-O-MEAL” 


Malt-O-Meal Company, 1212 Foshay Tower, Minneapolis 2, Minnesota 
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prompt, aggressive 
antibiotic action 
a reliable defense against 


monilial complications 


both are often needed when 


bacterial infection occurs 


for a direct strike at infection 
Mysteclin-V contains tetracycline phosphate complex 


It provides a direct strike at all tetracycline-susceptible organisms (most pathogenic bacteria, certain rickett- 
sias, certain large viruses, and Endamoeba histolytica) . 


It provides a new chemical form of the world’s most widely prescribed broad spectrum antibiotic. 


It provides unsurpassed initial blood levels — higher and faster than older forms of tetracycline — for 
rapid transport of the antibiotic to the site of infection. 


for protection against monilial complications 
Mysteclin-V contains Mycostatin 


It provides the antifungal antibiotic, first tested and clinically confirmed by Squibb, with specific action against 
Candida (Monilia) albicans. 


It acts to prevent the monilial overgrowth which frequently occurs whenever tetracycline or any other broad 
spectrum antibiotic is used. 


It protects your patient against antibiotic-induced intestinal moniliasis and its complications, including vaginal 
and anogenital moniliasis, even potentially fatal systemic moniliasis. 


MYSTECLIN-V 


Squibb Tetracycline Phosphate Complex (Sumycin) and Nystatin (Mycostatin) 


Capsules (250 mg./250,000 u.), bottles of 16 and 100. Half-strength Capsules (125 mg./125,000 u.), bottles of 16 and 100. 
Suspension (125 mg./125,000 u. per 5 cc.) 60 cc. bottles. Pediatric Drops (100 mg./100,000 u. per cc.). 10 cc. dropper bottles. 


Squibb Quality — the Priceless Ingredient 


wystecum ©, sumyoin awo MYCOSTATIN ARE SQUIBB TRADEMARKS 
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J.A.M.A., Dec. 13, 1958 


ANKLE 

INFLAMED? 


for the | 
anginal 


INCREASED CORONARY 


BLOOD FLOW 
with LESS cardiac work 


A CONTROLLED Fs Postgraduate. 
CLINICAL STUDY! 


Vol, 24 « AUCUST 


USE OF PENITE IN ANGINA PECTORIS 


Discontinued Need for Need for 


nitroglycerin 


nitroglycerin 
reduced to 
less than half 


nitroglycerin 
moderately 
reduced 


51 33 9 


“Therefore, favorable results were obtained in 93% of 
patients, and over 50% were able to discontinue the use 
of nitroglycerin entirely.””' 


It was demonstrated’ that combining nitroglycerin 
with pentaerythritol tetranitrate...‘‘speeds the drug action 
and increases its effectiveness.” With Penite Tablets the 
positive coronary vasodilation is enhanced by the brady- 
crotic and stress-relieving action of reserpine. With more 
time allowed for ventricular filling, the work load on the 
heart is decreased, and coronary circulation may be 
improved. 


EACH PENITE TABLET CONTAINS: 


Nitroglycerin 
Pentaerythritol tetranitrate 


DOSAGE: Usually, swallow one tablet before each meal 
and one at bedtime if needed. Clinical supplies on request. 


ACCELERATE THE 
RECOVERY 
PROCESS WITH 


STREPTOKINASE-STREPTODORNASE LEDERLE 


1, Plotz, M.; Improved Response in Angina Pectoris, Postgrad. Med. 24:199 
(Aug.) 1958. 


TABLETS 
CARNRICK 


G. W. CARNRICK CO., NEWARK 4, NEW JERSEY 


*Reg. U.S. Pat. Off 


" LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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Name present weight 
from 

extend @ presentiNg 
joss pet 


Today s date 
eck and 
h each wee 


hvsician has 


in obesity management 


... the incentive plan 


YOUR PATIENT CHARTS HIS OWN 
PERFORMANCE LINE against your PREDICTION LINE 


In giving each patient his ten-week chart of predicted 
weight-loss, you provide weekly goals as incentives for 
adhering strictly to your prescribed diet. 


As the patient records his weight-loss performance 
week by week on the same chart, he experiences the 
satisfaction of achieving these goals you have set. 
And, equally important, he quickly sees the 
consequences of caloric overindulgence. 


Each packet of ten charts includes a calorie nomogram 
— a time-saver in determining predicted weight-loss 
on the reducing diet you prescribe. 


Exclusively for physicians —A professional service of the 


Lakeland, Florida 


* Lakeland, Florida 


Please send me complimentary packet of ten Weight-Loss Performance Charts. 
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in Oatmeal 


Oarmeat ranks highest among whole-grain cereals 
in its content of protein. But just as important as 
the quantity of protein is its quality. 


During the processing of the oat kernel every pre- 
caution is taken to preserve, unchanged, the quality 
of the protein in its original form. At no time is 
protein quality sacrificed in oatmeal as it would 
have to be if high temperature toasting processes 
were used. Such processes, often employed in cereal 
manufacture to improve taste, are unnecessary for 
attaining the delicious nut-like flavor of oatmeal. 
Thus its fine natural flavor quality is maintained 
without impairing its protein quality. 


In the customary serving with milk, oatmeal sup- 
plies a broad range of available amino acids in proper 
proportions for the biosynthesis, repair, and replen- 
ishment of tissue. Therefore no other substances 
are added to oatmeal for protein fortification. 


Quaker Oats and Mother’s Oats, 


the two brands of oatmeal offered In addition to its protein value, oatmeal supplies 
by The Quaker Oats Company, more thiamine and phosphorus than any other 
are identical. Both brands are whole-grain cereal. It also supplies other B vitamins 
available in the Quick (cooks in ‘ 
and minerals in significant amounts, making oat- 


one minute) and the Old-Fash- a ‘ 
ionad veslotios which ave of equal meal an outstanding natural source of important 


nutrient value. nutrients. 


The Quaker Oats (Ompany 


CHICAGO 
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ACCELERATE TISSUE REPAIR 


The wall of leukocytes and fibrin that surrounds every site of inflammation breaks 

down when Parenzyme is administered systemically and/or topically. 

Parenzyme depolymerizes macromolecules trapped in the capillary wall and connective tissue — 
permits access of anti-infective agents, accelerates tissue repair, resolves inflammation and edema. 


PARENZYME AQUEOUS 
PA rf E N LYM E- B (buccal tablet) 
PARENZYME OINTMENT 


Parensyme Aqueous — sterile multiple-dose vials containing lyophilized trypsin, 
25 mg. plus 5 mil. of aqueous diluent. Parenzyme-B — buccal tablet containing 
5 mg. trypsin. Parenzyme Ointment: containing 2 mg. crystalline trypsin, 6 mg. 
crystalline chymotrypsin and 2 mg. 9-aminoacridine hydrochloride in a specially 
prepared water-soluble base. 


THE NATIONAL DRUG COMPANY 


Products of Original R h 
Philadelphia 44, Pa. 
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MEISSNER’S TACTILE CORPUSCLES 


Within the remarkably attuned somesthetic system, an elaborate 
network of nerves makes up the structure of =‘ touch: the spindles of 
Ruffini perceive heat; Pacinian corpuscles discern pressure; Meissner’s touch cor- 
puscles transmit sensations. This sensitive system enables the sculptor’s hands to 
shape his eye’s image. 

Nowhere is sensitivity more important or appreciated than in the choice of a 
prophylactic —“built-in” sensitivity characterizes RAMSES* tissue-thin prophy- 
lactics. RAMSES are preferred by many men because they are naturally smooth, 
demonstrably thin, transparent . . . designed fully to retain natural sensitivity. Yet 
they are amazingly strong. 

In the presence of trichomoniasis, many physicians now routinely specify prophy- 
lactics to prevent husband-wife re-infection. “. . . Trichomonas vaginalis in the 
male is the principal factor of re-infection in the female. . . .”' Husbands will co- 
operate more readily in the treatment plan for wives if you specify RAMSES, the 
prophylactic with “built-in” sensitivity. 

1. Feo, L. G., et al.: J. Urol. 75:711 (April) 1956. EE 


| (ONE DOTEN 
® 
th anniversary RAMSES 
1583-1958 prophylactics ‘= 
service to the medical and drug professions nueiteue 5 


JULIUS SCHMID, INC. registered trade-mark of 
423 Wess 55th Street, New York 19, N. Y. Julius Schmid, Inc. eee Seg 


4 
PACINI’S CORPUSCLES 
RUFFINI’S SPINDLES 


Habit Time of Bowel Movement - PETROGALAR* (Aqueous Suspension of Mineral Oil, Plain) 
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CHLOROTHIAZIDE 


FINNERTY, F. A., Buchholz, J. H. and Tuckman, J.: J.A.M.A. 166:141, 
Jan. 11, 1958. 


DIURIL (Chlorothiazide) given alone to 85 patients, ‘’... caused an excellent diuresis, 
with reduction of edema, weight, blood pressure, and albuminuria. ... 

The average effective dose was found to be 1 Gm. per day by mouth....The 

usually excellent response coupled with the absence of significant toxicity and lack 
of development of drug resistance makes chlorothiazide [excellent] for the 
prevention and treatment of toxemia.” 


DOSAGE: one or two 500 mg. tablets of DIURIL once or twice a day. 


SUPPLIED: 250 mg. and 500 mg. scored tablets DIURIL (chlorothiazide); 
bottles of 100 and 1,000. 


Divrit is a trademark of Merck & Co., Ina 


©1958 Merck & Co., Inc, 


MERCK SHARP & DOHME Division of MERCK & CO., INC., Philadelphia 1, Pa. QO) 
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ANY INDICATION FOR DIURESIS IS AN INDICATION FOR 
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FROM OTHER PAGES 


J.A.M.A., Dec. 13, 1958 


The Bathyscaph 


Auguste Piccard’s invention of the vessel called the 
bathyscaph has now opened the road toward manned ex- 
ploration of that unknown world [the bottom of the ocean]. 
His vehicle is capable of taking us down to bottoms as deep 
as 20,000 feet, where the pressure runs to 600 atmospheres 
and passengers have to be insulated as they would in a space 
ship. . . . The bathyscaph should not be confused with a 
submarine or with William Beebe’s famous bathysphere. 
Submarines are limited to dives of a few hundred feet. 
Beebe’s craft went down to about 3,000 feet, but it was 
merely a steel ball hanging on a wire rope and could not be 
dropped all the way to the bottom because of the risk of 
fouling the rope, its only means of ascent. The bathyscaph 
is a radically new invention—an untethered ship operating 
under its own power, able to withstand enormous pressures, 
absolutely watertight, equipped with electrical controls and 
scientific instruments, and capable of diving to deep sea 
bottoms and rising again by its own devices. Its range is 
so deep that the craft could probably go to the bottom of 
every area of the oceans except the very deep trenches. 

Like most good inventions, the bathyscaph is beautifully 
simple in concept. It is built essentially like a blimp. Its 
cabin (gondola) is a sphere of steel more than three and a 
half inches thick; the ball weighs 11 tons and has a diameter 
of six and one-half feet—large enough to carry two men. As 
in a blimp, the cabin hangs from a big “bag” (some 50 feet 
long) which provides the buoyancy—but in this case the 
buoyant filling is not a gas but gasoline, 30 per cent lighter 
than water. The float carries 28,000 gallons of gasoline, di- 
vided in 10 compartments. It does not need to be pres- 
surized (its steel skin is only one third of an inch thick), 
because water flows into it through holes on the underside so 
that the internal pressure increases to equalize the external 
as the craft goes down. The ship carries 10 tons of iron 
pellets as ballast to help control its descent and ascent. It 
starts to submerge by taking water into two air tanks at the 
ends of the float. As the craft descends, the increasing 
pressure of the water compresses the gasoline (which of 
course floats on top of the water entering the compartments ). 
The compression of the gasoline reduces the buoyancy, so 
that ballast has to be jettisoned to slow the descent—a ton 
of iron pellets for every 3,000 feet of descent. At the bottom 
of its dive the ship is held down by its remaining iron 
ballast; to rise to the surface again it merely drops ballast. 
As a safety measure, to make sure that release of the ballast 
cannot become jammed, an electrically operated magnetic 
device is used to hold the pellets; if the electric power 
should fail, the pellets would fall out automatically. 


The Trieste [Piccard’s bathyscaph] has electric batteries 
and two propellers which can drive the ship horizontally. 
Thus it can move along the sea floor. But its power supply 
is so limited that the ship’s practicable horizontal range is 
not much more than 100 feet. The cabin carries an oxygen 
supply for 48 hours. It has two small cone-shaped windows 
which gave a wide-angle view of the surrounding sea. 
Among the items of scientific equipment are mercury-vapor 
floodlamps, a camera with an electronic flash, an echo- 
sounder with a range of 600 feet, and a telephone, which 
receives and transmits directed sound waves through the 
water. ... 

[A] series of dives was made in the Tyrrhenian Sea ofl 
Naples, near the base where the Trieste has been kept since 
it was built in 1953. The sea here goes down to depths of 
10,000 feet and more, and it is an excellent spot for tests.— 
R. S. Dietz, R. V. Lewis, and A. B. Rechnitzer, The Bathy- 
scaph, Scientific American, April, 1958. 


Tranquillizing Pills 
(With the most profound apologies to W. Wordsworth ) 


They come unbidden, in a cloud, 

Like tax demands and unpaid bills; 

A jostling, multi-coloured crowd 

Extolling tranquillizing pills 
And cures for piles and housemaid’s knees 
And mortal ills more grave than these. 


Continuous as the stars that shine 
And twinkle in the milky way, 
If stretched in never-ending line, 
They'd reach from here to Baffin’s Bay. 
Each calculated to entrance 
Your fancy at the merest glance. 


But mail the card attached and they 
Will gladly send you samples free; 
A doctor could be driven grey 
By such contending company; 
Each with a clinical report 
To prove the wonders it has wrought. 


But oft when on my couch there lie 

Complaining patients, pinkly nude, 

I prod them with a muffled sigh, 

Suppressing phrases short and rude; 
And then my heart with pleasure fills 
Dispensing tranquillizing pills. —By O. C. C., Tranquillizing 

Pills, The Central African Journal of Medicine, June, 1958. 
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Are you unhappy with 
old-fashioned, high-potency 


vasoconstrictors? 


Then try 


VASOCORT 


‘Vasocort’—hydrocortisone, plus Paredrine* and phen- 
ylephrine, all in low concentrations—is a new and 
mild, yet strikingly effective, intranasal solution spe- 
cifically developed to reduce inflammation, edema and 


engorgement in 


{cute, Chronic and Allergic Rhinitis 


‘Vasocort’", a new concept of intranasal medication, 
almost never produces burning, stinging, or rebound 


turgescence. 
Smith Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. for hydroxyamphetamine 
hydrobromide, S.K.F. 
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-thank you, doctor” 


COSA-TETRACYN 


GLUCOSAMINE-POTENTIATED TETRACYCLINE 


CAPSULES ORAL SUSPENSION NEW! PEDIATRIC DROPS 
(black and white) (orange-flavored ) (orange-flavored) 5 mg. per drop, 
250 mg., 125 mg. 125 mg. per tsp. (5 cc.), 2 oz. bottle calibrated dropper, 10 cc. bottle 


. black and pink) 250 mg. Cosa-T 


glucosamine-potentiated tetracycline with nystatin 


antibacterial effectiveness plus added protection ora susPENSION 125 mg. per tsp. (5 cc.) Cosa- 
against monilial superinfection Tetracyn plus 125,000 u. nystatin, 2 oz. bottle 


Proven in research 


1. High tetracycline serum levels 
2. Consistently elevated serum levels 
3. Well-tolerated, physiologic potentiation 


And now in practice 


4. Rapid clinical response 
5. Unexcelled toleration 


Pfizer 


Science for the world’s well-being PFIZER LABORATORIES Division, Chas. Pfizer and Co., Inc. Brooklyn 6, New York 


REFERENCES: 1. Carlozzi, M.: Ant. Med. & Clin. Therapy 5:146 (Feb.) 1958. 2. Welch, H.; Wright, W. W., and Staffa, A. W.: 
Ant. Med. & Clin. Therapy 5:52 (Jan.) 1958. 3. Marlow, A. A., and Bartlett, G. R.: Glucosamine and leukemia, Proc. Soc. 
Exp. Biol. & Med. 84:41, 1953. 4. Shalowitz, M.: Clin. Rev. 1:25 (April) 1958. 5. Nathan, L. A.: Arch. Pediat. 75: 251 (June) 
1958. 6. Cornbleet, T.; Chesrow, E., and Barsky, S.: Ant. Med. & Clin. Therapy 5:328 (May) 1958. 7. Stone, M. L.; Sedlis, A.; 
Bamford, J., and Bradley, W.: Ant. Med. & Clin. Therapy 5:322 (May) 1958. 8. Harris, H.: Clin. Rev. 1:15 (July) 1958. 


*Trademark 


73 


Announcing a long-acting 
anti-obesity drug form whose 
. ee release rate is totally independent 
of digestive activity 


New 
Desoxyn 
Hyd rochloride 


(METHAMPHETAMINE HYDROCHLORIDE IN LONG-RELEASE DOSE FORM, ABBOTT) 


gives 
consistent all-day appetite 
ys control from patient to patient 
* from a single dose 
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NEW Gradumet DESOXYN is an anti-obesity drug im a unique 
automatic dosage form, because the smooth, constant release of the 
Gradumet depends ONLY ON EXPOSURE TO THE LIQUIDS OF TH 
DIGESTIVE TRACT. It does not depend on the acidity or alkalinity 
of those fluids, nor on G, L. motility, enzyme activity, chemical reactic 
that can vary from patient to patient —nor on any other variable. 
DESOXYN, long a drug of choice in management of obesity, depresse 
appetite while brightening the mood of the dieting patient. And with 
new Gradumet dosage form, there is continuous all-day effect from a 
single dose —the entire medication is released at a uniform rate, 

with no “drop-offs’ in drug action, 

DOSAGE is usually one Gradumet DESOXYN, 10 or 15 mg., one-half 
to one hour before breakfast. 

SUPPLIED in three strengths —Gradumet DESOXYN Hydrochloride ! 
or 15 mg.—all in bottles of 50 and 500. OG Gott 


filled with active dru 


drug has been released. 


E 
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THE GRADUMET is a tiny pellet 
with thousands of inner passages 
On contact 
st 2— with GL. fluids, the drug begins to 
Y'.5. flow out of the passages at a steady, 
“S constant rate. The ‘empty pellet, 
8 complete ly inert and non-toxic, is 
excreted when all the 
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inthe space 


of a breath— 


Hp 


disarms 


NORIS ODRIWN © Sulfate Powder in the AEROHALOR® 


(ISOPROTERENOL SULFATE, ABBOTT) (POWDER INHALER, ABBOTT) 


No matter what the grade of bronchial asthma, Norisodrine powder therapy stems 
the attack—bringing relief in mere seconds. 

Just an inhalation or two of Norisodrine through the handy Aerohalor . . . that is 
all that is necessary to move the particles into the tracheo-bronchial tree where they 
will do the most good. The bronchial secretions remain not only undiminished but 
often increase. 

Your asthmatics will appreciate the Aerohalor’s discreet size 

and shape, which permits unobtrusive self-administration 

of Norisodrine. Too, this same compactness makes for . 

convenient carrying in purse or pocket. 

With dosage accurately adjusted, n 

side effects are seldom experienced. 0 
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TAKE 
LIKE 


CORICIDIN MEDILETS 


(no caffeine) 


color-jlecked tablets for relief from sneezes, sniffles, fever ; g | 


Each MEDILET contains aspirin 80 mg., phenacetin 16 mg., chlor- 
prophenpyridamine maleate 0.75 mg. 


SCHERING CORPORATION + BLOOMFIELD, NEW JERSEY 


cns.22108 
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Tetracycline with Citric Acid LEDERLE 


LEDERLE LABORATORIES, @ Division of AMERICAN CYANAMID COMPANY, Peari River, New York Bderie) 
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Over a century ago it was said, “*Diver- 
sity and multiplicity of diet are very 
important health rules.’ Today, research 
has confirmed this as a means of obtain- 
ing a good balance of nutrients in the diet. 

Needed quantities of proteins, fats and 
carbohydrates ... the energy they pro- 
vide... and the minerals and vitamins 
carried with them... are best obtained 
when foods are wisely chosen from the 
four basic food groups: milk, cheese, ice 
cream; meat, eggs, poultry and fish; 
vegetables and fruits; and enriched or 
whole grain cereals and breads. The fats 
in these foods provide twice as many 


calories per unit of weight than does the 
protein or carbohydrate. Thus, fats are 
efficient sources of energy. However, for 
nutritional balance, all other nutrients 
must be present in sufficient amounts. 
For each calorie of fat from all foods 
consumed in the United States, there are 
0.29 calorie from protein and 1.15 cal- 
ories from carbohydrate also consumed. 
For each calorie of fat from all dairy 
foods consumed in the United States, 
there are 0.52 calorie from protein and 
0.15 calorie from carbohydrate also con- 
sumed. For each calorie of fat consumed 
as whole milk, there are 0.44 calorie from 


protein and 0.56 calorie from carbohy- 
drate also consumed . . . plus some of all 
other needed nutrients. 

Proteins are used to build and repair 
body tissue. If enough fats and carbo- 
hydrates are supplied by the diet there 
is no need to waste protein by burning 
it to supply energy. Thus, even in low- 
calorie weight reduction diets, fats and 
carbohydrates should be supplied with 
protein. 

Fats, as present in foods and as used 
in meal preparation, contribute to the 
pleasure of eating... and to the nutri- 
tional adequacy of the diet. 


Since 1915... promoting better health through nutrition research, education 


The nutritional statements made in this advertisement 


have been reviewed by the Council on Foods and Nutri- 


tion of the American Medical Association and found 


consistent with current authoritative medical opinion. 


NATIONAL DAIRY COUNCIL 


A non-profit organization 


111 NORTH CANAL STREET + CHICAGO 6, ILLINOIS 


THIS ADVERTISEMENT IS ONE OF A SERIES, REPRINTS ARE AVAILABLE UPON REQUEST. 
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ONE OF THE MOST EFFECTIVE 
DRUGS EVER USED", 


before the 
“morning spin” IN ia 
sets in 


to prevent vertigo, nausea, vomiting 
as in pregnancy 


BCNAMINE gives complete and long- 
acting protection against morning 
sickness — often for 24 hours, with a 
rare incidence of untoward effects.? 
Percentage of patients obtaining ex- 
cellent results is high and there are 
few therapeutic failures —‘‘at least 
90 per cent of the patients improve 
under the medication.’’2 


Also indicated for vertigo, nausea, 
vomiting in: cerebral arteriosclerosis 
« other geriatric indications + pedi- 
atric infections + postoperative pa- 
tients = opiate or other drug therapy 
* radiation therapy, Meniére’s syn- 
drome, fenestration procedures, 
labyrinthitis » motion sickness 


BONAMINE Tablets, scored, tasteless, 25 mg. Boxes 
of 8, bottles of 100 and 500. 


BONAMINE Chewing Tablets, pleasantly mint fla- 
vored, 25 mg. Packages of 8. 


1. McKenna, C. J.: Am. Pract. & Digest Treat. 6:417, 
1955. 2. Moyer, J. H.: M. Clin. North America, March, 
405. *Trademark 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, New York 


brand of meclizine hydrochloride 
= 
d 
| > 
» 


Cop LivEeER 
ConcENTRATE TA BLE Ts 


Taste as good as candy and provide the average daily requirements 
of vitamins A and D—PLEASANTLY and ECONOMICALLY. 

Each tablet contains vitamins A and D equivalent to one teaspoon- 
ful of U.S.P. cod liver oil. Bottles of 100 and 240 tablets. 


WHITE’S COD LIVER OIL CONCENTRATE CAPSULES 

—whenever high potency A and D vitamins are required. Each small capsule 
provides 12,500 units of Vitamin A and 1,250 units of Vitamin D. 

Bottles of 40 and 100 capsules. 

Also available: WHITE’S COD LIVER OIL CONCENTRATE DROPS 
Bottles of 6, 30, and 50 cc., with dropper. 


WHITE LABORATORIES, INC. Kenilworth, N. J. 
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before the 4 
begins 


prevent vertigo, nausea, vomiting 
as inthe postoperative patient 


In a study involving 144 patients, Bonamine demonstrated its marked suppressor effect, 
“contributing to the comfort and clinical well-being of patients recovering from 
surgery...” 
“considered solely as an anti-emetic agent... it is equally effective in operations 
involving the body cavity, and in other operations . . .’"! dramatically reducing the risk 
of wound disruption, aspiration of vomitus, and dehydration following vomiting. 
Also indicated for vertigo, nausea, vomiting in: cerebral arteriosclerosis » other geriatric 
conditions » pediatric infections = morning sickness « opiate or other drug therapy « 
— therapy, Meniére’s syndrome, fenestration procedures, labyrinthitis « motion 
sickness. 
BONAMINE Tablets, scored, tasteless, 25 mg. Boxes of 8, bottles of 100 and 500. 
BONAMINE Chewing Tablets, pleasantly mint flavored, 25 mg. Packages of 8. 
PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. Brooklyn 6, New York 

1. Kinney, J. J.1 J. M. Soc. New Jersey 53:128, 1956. 

*Trademark 
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brand of meclizine hydrochloride 


Mildness is only part of the Ivory Soap story 


Not just mildness but uniform quality makes Ivory a traditionally 

fine soap. Every single bar is gentle enough for a baby’s 

delicate skin. Each bar is brilliant pure white. Each bar has a clean, 

pure scent. Only the most rigid control, supervision and 

clinical testing make Ivory Soap’s consistent gentleness and purity 

possible. When you want to recommend a pure, truly mild 

soap for your baby or adult patients, you can advise Procter & 

Gamble’s Ivory Soap confidently. 99 pure®... it floats 
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from a subtle chemical change 
...a striking clinical difference 


assures a decisive response 
in almost every 


common bacterial infection 


Parenteral 
Performance 


in Every 
Pulvule 


Hlosone™ (erythromycin ester, Lilly)— as the propionate 
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A striking clinical difference in antibiotic therapy 


..- from a subtle chemical change. Chemically, [losone is a propiony] ester which was derived from 
erythromycin. This subtle molecular modification has endowed Ilosone with striking clinical advantages. 


A decisive response is assured in almost every common bacterial infection. Ilosone is decisively 
effective against both gram-positive and many gram-negative organisms (with the notable exception 
of the normal inhabitants of the gut) as well as certain large viruses. (Indications are listed on the 
preceding pages.) 


A new potent ‘-mycin’’ antibiotic. The antibacterial potency of blood concentrations which 
Tlosone assures is over three times greater than that obtained with erythromycin coated tablets. Potent 
therapeutic levels are attained much faster (within thirty minutes) and are sustained several hours 
longer. 


Parenteral speed and certainty. Ilosone acts with the speed, certainty, and antibacterial effective- 
ness of erythromycin administered parenterally in therapeutic doses. 


Unsurpassed safety. Ilosone assures unsurpassed freedom from toxicity, allergic reactions, and 
side-effects; and it is well tolerated. 


Easy oral administration. Usual dosage is 250 mg. every six hours, but 500 mg. or more may be 
administered safely every six hours in more severe or deep-seated infections. For optimum effect, 
administer on an empty stomach. Ilosone is supplied in attractive red-and-ivory Pulvules®, 250 mg., 
in bottles of 24 and 100. (For pediatric patients, a 125-mg. Pulvule is available.) 


Your Lilly representative will be glad to provide further information. 


QUALITY / RESEARCH INTEGRITY 


ELI LILLY AND COMPANY ° INDIANAPOLIS 6, INDIANA, U. S. A. 


re 


JOURNAL 


OF THE 


American Medical Association 


Published Under the Auspices of the Board of Trustees 


VOL. 168, NO. 15 


CHICAGO, ILLINOIS 


Copyricut, 1958, py AMERICAN MEDICAL ASSOCIATION 


NTUBATION of the trachea is a proce- 
dure of great value. It provides assurance 
of a clear airway and prevents the entry 
of foreign material into the tracheo- 
bronchial tree. Many advances in both surgery 
and anesthesia have been made possible by its 
use. Because the technique is so valuable, this study 
was conducted to determine the frequency with 
which intubation results in complications and 
whether the incidence of complications could be 
decreased. 

Among the factors which may limit the use of 
endotracheal intubation are complications due to 
the inexperience of the anesthetist and those due 
to the presence of the foreign body. Prolonged in- 
duction, trauma, and hypoxia during attempts to 
intubate have largely been eliminated as increasing 
numbers of skilled anesthetists have become avail- 
able. The rapidly acting anesthetic and muscle re- 
laxing agents permit the skilled operator to induce 
anesthesia and to insert the endotracheal tube in a 
minimum of time and without trauma. Coughing 
and straining after intubation can be minimized, 
and bacterial contamination need not be a major 
problem. The use of a local anesthetic by spray, 
transtracheal injection, or in the lubricant on the 
endotracheal tube reduces the depth of anesthesia 
required for tolerance of the tube. The late post- 
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Jay Jacoby, M.D., Columbus, Ohio 


Complications occurring after endotracheal 
intubation for general anesthesia were studied 
in 1,932 patients with special reference to the 
possibility of reducing postintubation symp- 
toms by the topical use of hydrocortisone. This 
was added to the lubricant applied to the 
endotracheal tube in 322 patients. They were 
compared with 734 patients who received the 
lubricant without the hydrocortisone. A similar 
comparison was made between 670 patients 
who received the hydrocortisone topically in 
an aqueous medium and 206 patients who 
received the same medium (by spraying into 
the oropharynx and by instillation into the 
trachea) without the hydrocortisone. No seri- 
ous complications occurred in any of these 
patients. Complaints referred to the throat, 
when endotracheal intubation could be the 
only source for complaint, were spontaneously 
mentioned by 28 % of the patients, and ques- 
tioning elicited such complaints from an addi- 
tional 17%. No significant difference was 
found between the patients who received 
hydrocortisone and those who did not. 


From the Department of Surgery, Division of Anesthesiology, Ohio State University. 
Read before the Section on Anesthesiology at the 107th Annual Meeting of the American Medical Association, San Francisco, June 26, 1958. 
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operative complications, principally laryngeal gran- 
ulomas, are quite rare and are not a significant 
deterrent to the use of the technique. 

The complications of most concern to the patient, 
the surgeon, and the anesthetist are those which 
may be manifest during the first few days after 
intubation. These may be caused by trauma, in- 
fection, edema, and inflammatory reaction. The 
patient notices symptoms which include difficulty 
in swallowing, sore throat, hoarseness, and aphonia. 
On rare occasions, the anatomic changes may be so 
great as to cause respiratory obstruction and require 
tracheotomy for relief. Such serious reactions occur 
more often in children than in adults and may be 
associated with infection or a tightly fitting endo- 
tracheal tube. 

There are many articles which call attention to 
the alarming consequences of intubation and occa- 
sional fatalities. The latter, fortunately, are very 
rare. The incidence of complications ranges from 
1.6 to 100%.’ 


TaBLe 1.—Age Distribution of Patients Who Underwent 
Endotracheal Intubation 


Treatment with 


Age, Yr. Hydrocortisone, No. Controls, No Total 

6 28 34 
sa 49 82 131 
178 167 345 
218 155 367 
192 149 343 
69 is 117 
992 40 1,932 


Among the considerations in the prevention of 
complications are the use of sterilized tubes and 
the avoidance of trauma, excessively large tubes, 
irritation by chemical sterilizing agents, and allergic 
reaction to lubricants.” 

Interest in a possible means of reducing the 
incidence of complications was aroused after an 
experience with a difficult case. The patient was an 
elderly woman who had had a somewhat traumatic 
intubation for a laparotomy and who developed 
hoarseness, sore throat, and mild respiratory ob- 
struction in the postoperative period. At the time 
when these symptoms were at their height, she 
developed a dehiscence. Because she had just eaten 
lunch and because she refused regional anesthesia, 
endotracheal intubation was mandatory for the 
second operative procedure. Anesthesia, intubation, 
and operation were uneventful. An attempt was 
made to prevent further laryngeal edema by the 
use of hydrocortisone as a preoperative laryngeal 
spray and by postoperative inhalation of a nebulized 
solution. The results were gratifying in that her 
already existing symptoms did not become worse; 
on the contrary, they disappeared more rapidly 
than expected. 
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Since one of the principal actions of hydrocorti- 
sone is the reduction of edema and inflammatory 
reaction, it was postulated that this substance 
might be useful in preventing the complications 
which follow endotracheal intubation. 


Method of Study 


Two groups of patients were studied, comprising 
most of the patients who had intubation during a 
one-year period. Not included are patients in 
whom intubation was done when the recovery 
room was closed (since the records were kept 
there) or who left the hospital before a postopera- 
tive interview could be obtained. The endotracheal 
tubes were of the red rubber variety. After use, the 
tubes were washed with hexachlorophene (pHiso- 
Hex) and water and then autoclaved and stored on 
open shelves. They were considered to be clean but 
not sterile at the time of their next use. Intubation 
was done by about 30 individuals ranging in skill 
from beginning residents to senior staff. MacIntosh 
laryngoscopes were used in almost all cases. 

The total number of patients in this study was 
1,932. Male and female patients were approxi- 
mately equal in number. The majority of patients 
were between the ages of 20 and 70 years. The age 
distribution is indicated in table 1. 

In the first group, comprising 1,056 patients, 
hydrocortisone was used in a 1% concentration in a 
5% lidocaine (Xylocaine) hydrochloride ointment; 
this was applied to the endotracheal tube before 
insertion. In the second group, comprising 876 pa- 
tients, a 2% solution of hydrocortisone in isotonic 
sodium chloride solution was used. Two cubic centi- 
meters was instilled into the trachea prior to the 
removal of the endotracheal tube and 3 cc. sprayed 
into the oral pharynx with a no. 15 DeVilbiss atom- 
izer. In each group, control studies were carried 
out with use of similar ointment or isotonic sodium 
chloride solution without the addition of hydro- 
cortisone. 

The patients were visited daily for the first three 
days or longer by a single individual in the first 
study and by two individuals in the second study. 
None of the personnel associated with intubation, 
instillation of solution, or postoperative visits was 
aware of the nature of the material which was used 
for any patient. The data obtained were recorded 
on mimeographed sheets and transferred to IBM 
cards, which were then sorted into control and 
experimental categories. 

During the postoperative visits in the lubricant 
study, the patients were not specifically informed 
of the study or questioned about their symptoms. 
During the interviews, there were general conver- 
sations regarding the patients’ physical condition. 
If a patient volunteered that he had symptoms ref- 
erable to his throat or his voice, detailed questions 
were asked about the nature of the difficulty. In 
the hydrocortisone solution study, patients were in- 


— 
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formed that intubation had been done and were 
specifically asked about any symptoms referable to 
the throat or the voice. 


Results 


Predisposing Causes.—There are many reasons 
why patients might have symptoms referable to 
the throat. Some had preexisting upper respiratory 
infection with cough, sore throat, hoarseness, or 
sinusitis. Many had symptoms from the nasogastric 
tube inserted prior to surgery. Many had operative 
procedures in adjacent areas, including tonsillec- 
tomy, thyroidectomy, neck dissection, and other 
operations within the oral or pharyngeal cavities. 
Three of every five patients had these predisposing 
causes for symptoms referable to the throat. Among 
these, symptoms arose in 53%. Among the patients 
who did not have predisposing causes, symptoms 
arose in only 37%. 

Influence of Direct Questioning.—In order to ob- 
tain more significant information about the inci- 
dence of postintubation symptoms, the patients 
were divided into categories of those who had pre- 
disposing causes and those in whom the endotra- 
cheal intubation was the only obvious cause for 
symptoms. 

Twenty-eight per cent of the patients who were 
not questioned specifically about their throat or 
voice (the lubricant group) mentioned that they 
had symptoms. Forty-five per cent of the patients 
who were informed that intubation had been done 
and who were questioned about symptoms (the 
solution group) gave positive replies. A similar 
difference occurred in the control group; 35% com- 
plained spontaneously and 49% complained if asked 
(table 2). 

Effect of Hydrocortisone ——Among the patients 
who had predisposing causes for symptoms refer- 
able to the throat, the use of hydrocortisone either 


TaBLe 2.—Incidence of Postintubation Symptoms in 
Patients with No Predisposing Causes 


Svmptoms 
Present 
Route of Patients, 
Intubation No No 
No leading questions 
(lubricant group) .........00.. Oral 346 93 7 
Nasal 29 
436 119 2s 
Leading questions 
(solution group) ............. Oral 243 106 42 
Nasal 206 100 is 


in the lubricant or in the solution made little differ- 
ence in the incidence of symptoms. Among those 
patients who had no predisposing cause for symp- 
toms, the use of the hydrocortisone solution made 
little difference. When the hydrocortisone lubricant 
was used, however, the incidence of symptoms after 
intubation diminished from 35 to 26% (table 3). 
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1961 


Other Interesting Findings.—There was no differ- 
ence in the incidence of symptoms for patients 
intubated by first-year residents, second-year resi- 
dents, or staff anesthetists. This was probably due 
to the fact that most intubations done by the staff 


TaBLe 3.—Influence of Hydrocortisone on 
Postintubation Symptoms 


No Predisposing 


Causes Predisposing Causes 

Symptoms Syinptoms 
Pa Present Pa Present 

tients, tients 

No No % No No Y 
Hydrocortisone lubricant 148 38 2% 174 72 41 
Control lubricant 288 81 35 444) 46 
Hydrocortisone solution .. 331 1) 15 330 66 
Control solution .... 118 44 63 


were those which the residents were unable to com- 
plete because of inexperience or technical difficulty 
Patients in whom intubation was done by staff 
members, therefore, had already been subjected to 
some degree of trauma. For the entire group, easy 
intubation was followed by symptoms in 45% of 
the patients, whereas difficult intubation was fol- 
lowed by symptoms in 54% of the patients. 

The route of intubation had some bearing on 
the incidence of symptoms. Nasal intubation tended 
to be used more often with patients who had opera- 
tions on the neck and within the throat. Since these 
operations predispose to the development of symp- 
toms, disproportionate figures are obtained if only 
these patients are considered. Table 2 indicates the 
incidence of symptoms and the routes of intubation 
in those patients who had no predisposing causes. 
In the lubricant study, all routes of intubation pro- 
duced approximately the same proportion of symp- 
toms. In the solution study there were symptoms 
in 48% of patients in whom nasal intubation was 


done and in 42% in whom the oral route was used. 
Comment 


How often do symptoms develop after endo- 
tracheal intubation? Some surgeons believe that 
every patient with a sore throat after operation has 
it because of the intubation. It has been found in 
some instances that a sore throat is ascribed to 
intubation even when intubation has not been done. 

There is a wide divergence in the reports of 
incidence of complications. This, of course, stems 
from the fact that various observers do not use the 
same criteria in determining whether a complica- 
tion exists. In this study, the factor of individual 
variability in interpretation was kept to a minimum 
by having all interviews conducted by a single 
individual in one group of patients and by two 
individuals in the other group. In addition, no 
effort was made to eliminate slight, as compared to 
moderate, degrees of discomfort. Had the post- 
operative observations been carried out by the 
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persons who actually performed the intubation, 
about 30 different observers would have been 
involved. 

Patients who were already complaining about 
sore throat and hoarseness when they arrived in the 
operating rooms, or whose operations would nor- 
mally produce such symptoms regardless of whether 
intubation was done or not, comprised over half 
of the entire series (61%). Three of every five 
patients either had, or might be expected to get, 
symptoms regardless of whether intubation was 
done. These individuals had a higher incidence of 
postoperative symptoms (53%) than the others 
(37%). 

The incidence of symptoms after intubation in 
this study is probably higher than would be en- 
countered in nonteaching institutions. In particular, 
the incidence of symptoms after nasal intubation is 
higher because many of the workers were just 
learning the technique and it was used to a large 
extent for head and neck surgery. 

It is important that in practically all patients 
the symptoms were an annoyance rather than a 
significant complication. Many patients were 
troubled so little that they did not mention the 
symptoms unless specifically asked about them. 
When the patients were informed that intubation 
had been done and when they were specifically 
questioned about symptoms referable to the throat, 
the number of complaints significantly increased 
(45% compared to 28%). Differences of similar 
magnitude appear between the control groups in 
which no medication was used (table 3). Neither 
signs nor symptoms of respiratory obstruction oc- 
curred in any patient. Severe respiratory obstruc- 
tion due to intubation is so rare in adults that in 
this institution during the past 11 years trache- 
otomy has not been required. 

The use of hydrocortisone topically, by instillation 
into the trachea, by spray into the pharynx, or as a 
lubricant on the endotracheal tube produced no 
statistically significant change in the incidence of 
symptoms. Hydrocortisone solution is rapidly ab- 
sorbed from mucous membranes. In a lubricant on 
the endotracheal tube, the topical effect is also 
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rather brief. When applied in this way, however, 
there was a reduction in the incidence of symptoms 
from 35% to 26%. Although not statistically signifi- 
cant, this suggests that more prolonged topical 
application of hydrocortisone might have a more 
marked effect. Further studies are planned with 
more prolonged topical application. 


Summary 


The topical use of hydrocortisone has been 
studied as a means of reducing postintubation 
symptoms referable to the throat. No statistically 
significant changes in the incidence of symptoms 
followed the topical application of hydrocortisone. 

Predisposing causes for symptoms referable to 
the throat were present in 61% of patients in whom 
intubation was done. Almost two-thirds of the pa- 
tients who developed symptoms in the postoperative 
period had factors other than intubation which may 
have been responsible. These included preexisting 
respiratory infections, nasogastric tubes, and opera- 
tions in the area. 

No serious complications were encountered in 
more than 1,900 intubations. In many instances, 
postintubation complications were so mild that pa- 
tients did not mention them. The presence of symp- 
toms was stated voluntarily by 28% of patients; in 
response to questioning 45% of patients gave an 
affirmative reply. 

This study was supported by a grant from the Upjohn 
Company. 
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concentrations of carbon dioxide re-emphasize the fact that this gas can be 

dangerous because it produces effects rapidly and is more than a simple 
asphyxiant. These incidents involved near-collapse of aircrew members on a cargo 
aircraft transporting frozen foods with 12,000 and 7,400 pounds of dry ice, re- 
spectively. Some countries require that dry ice transported in aircraft be in a closed 
container vented to the outside. A more practical approach is being made by the 
Military Air Transport Service through the utilization of industrial hygiene engineer- 
ing studies to determine safe dry ice loadings for all type aircraft based on a threshold 
limit value of 0.5 per cent carbon dioxide.—Col. J. B. Nuttall, Toxic Hazards in the 


Aviation Environment, The Journal of Aviation Medicine, September, 1958. 
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Just as highly fertile couples desire methods of 
family limitation, so childless couples desire help 
for their infertility. The demand by the infertile 
couple for medical aid is growing, and, despite gaps 
in our knowledge of human reproduction, much 
can be achieved. 

The stress of modern civilization has been blamed 
for the apparent high incidence of infertility. For 
the exact incidence of involuntary sterility, we must 
consult the demographers. Tietze’ quotes Louis 
Henry (census of England and Wales, 1911) that, 
at the age of 20, 3% of wives are sterile; at the age 
of 30, 12%; and at the age of 40, 32%. Tietze in his 
study .of the Hutterites showed that 1 in 10 ceased 
to reproduce at the age of 35, 1 in 3 by the age of 
40, and 7 in 8 by the age of 45. 

Guttmacher * showed that, in rural Quebec, Can- 
ada, where birth control probably is not used, the 
percentage of childless marriages increased with 
the age of the wife at the time of marriage. In the 
25-29 year age group, for example, 10.2% of mar- 
riages were childless, and in the 30-34 year age 
group 16.2% were childless. He further reported 
that, even in fecund couples with planned preg- 
nancies, 10% required more than a year to conceive. 

Medically approved birth control measures will 
not induce sterility but will delay the possibility of 
conception to an older, less fertile age group. 

In order to understand some of the problems of 
human infertility, let me review the physiology of 
reproduction and my diagnostic survey of the in- 
fertile couple. 


Physiology of Reproduction 


The physiology of reproduction is illustrated in 
figure 1. The anterior lobe of the pituitary gland se- 
cretes a hormone known as_follicle-stimulating 
hormone (FSH). This hormone acts on the ovary 
to stimulate the growth of perhaps 10 or more fol- 
licles. For some unknown reason, all but one of 
these follicles become smaller and undergo certain 
changes, which are called atresia. The remaining 
follicle enlarges and becomes ripe (the graafian 
follicle ). 

Estrogen, elaborated by these follicles, acts on 
the lining of the uterus to produce a proliferative 
endometrium. The estrogen also acts on the endo- 
cervical glands to produce a clear, mucoid secretion 
which grossly resembles egg-white. Just prior to 
ovulation, the cervix, uterus, and fallopian tubes 
are filled with clear, mucoid secretion. Spermatozoa 


From the Division of Obstetrics and Gynecology and the Department 
for Research in Human Reproduction, Michael Reese Hospital. 

Read before the Population Association of America, Chicago, May 
4, 1958. 


STERILITY AND INFERTILITY—MEDICAL VIEWS 


Melvin R. Cohen, M.D., Chicago 


Many of the factors involved in sterility are 
still unknown, but, when married couples de- 
sire children, diagnostic surveys are frequently 
successful. Careful diagnosis is essential to 
good treatment, but for some reason preg- 
nancy sometimes follows the diagnostic survey 
before treatment is begun. Attention must be 
given to both partners. Each must have a phys- 
ical examination, and laboratory procedures 
such as semen analysis may be necessary in 
addition to special procedures such as tubal 
patency tests and culdoscopy. The diagnosis, 
though sometimes difficult, occasionally re- 
veals a situation that is obviously remediable 
by medicine or operation. The roles played by 
various hormones in pregnancy tests, in the 
induction of ovulation, in controlling sperm- 
production, and in preventing fetal wastage 
need to be better understood and more fully 
utilized. 


deposited at the upper end of the vagina at this 
time find easy access through cervical mucus into 
the uterus and up into the tubes. This clear passage 
enables fertilization to occur in the ampulla of the 
tube. Estrogen produced by the ovarian follicles 
acts on the anterior lobe of the pituitary gland to 
release luteinizing hormone (LH). LH then stimu- 
lates rupture of the graafian follicle with release of 
the ovum. 

Ovulation in the living albino rat has been de- 
scribed and beautifully photographed by Richard 
J. Blandau. Ovulation was induced in immature 
rats by giving gonadotropin. In his work, the first 
indication of approaching ovulation was the forma- 
tion of the macula pellucida, or stigma, which usu- 
ally appeared at the apex of the follicle. This 
stigma forms within a few seconds to several min- 
utes. As rupture of the follicle becomes imminent, 
the superficial germinal epithelial cells, which cover 
the stigma, may be observed breaking up into small 
clumps. The time required to extrude the egg varied 
according to the position of the cumulus oophorus 
within the follicle. All ovulations that could be seen 
in a particular ovary were completed in less than 
an hour and a half. Often, several follicles ruptured 
at the same time. Hemorrhage was minimal in most 
ovulations. In Blandau’s magnificent film, he showed 
how readily the fimbria of the tube seemed to 
swallow these ova, which were colored by means 
of a vital dye. 
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Ovulation in the human has been observed by 
but a few men. Decker,* who invented the culdo- 
scope or transvaginal peritoneoscope, described 
ovulation occurring as follows: the fimbria of the 
tube would apply itself to the follicle and would 
remain attached for several minutes until the egg 
was extruded from the follicle into the tube. When 
the fimbria of the tube fell off the ovary, the ovary 
became transformed and contained a corpus hemor- 
rhagicum. 

Doyle,* by means of a different technique, that 
of culdotomy (using a different type of instrument 
through a much larger opening in the vagina and 
with the patient under prolonged general anes- 
thesia), has described and photographed ovulation 
occurring without the exact attachment of the 
fimbria of the tube to the ovary. 


Fig. 1.—Physiology of reproduction. 


During one isolated instance at culdoscopy, I ob- 
served ovulation occurring as follows: the fimbria 
of the tube became attached to the lateral as- 
pect of the ovary and remained there for several 
minutes. After this, the follicle that had been pres- 
ent prior to the attachment immediately was trans- 
formed into a corpus hemorrhagicum. Therefore, I 
was able to confirm Decker’s original findings. 

After ovulation and extrusion of the egg into the 
tube, the anterior lobe of the pituitary gland se- 
cretes a third gonadotropic hormone, known as 
prolactin (Luteotrophin ). This maintains the corpus 
luteum. When seen early after ovulation, this corpus 
luteum occupies from one-third to one-half of the 
ovary and is intensely red, with a number of blood 
vessels coursing into it. The area of rupture may 
be represented by a small blood clot or coagulum, 
or it may be represented by a thin membrane. When 
seen about the 15th to 17th day, it has the appear- 
ance of an intensely blood-shot eye, “the eye of the 
corpus hemorrhagicum.” 
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The corpus luteum secretes both estrogen and 
progesterone, which then act on the proliferative 
endometrium, converting it to a secretory endome- 
trium or glycogen-containing membrane, into which 
the fertilized egg can be implanted. Estrogen and 
progesterone also act on the cervical mucus to 
thicken it, so that spermatozoa cannot now pene- 
trate into the uterus easily. Fertilization itself takes 
place in the ampulla of the tube, and the fertilized 
egg takes several days for its passage into the 
uterus. 

Apparently, tubal epithelium plays an important 
part in the early stages of cell division. Landrum B. 
Shettles has been able to develop follicular eggs in 
vitro. With a large-gauge needle, he taps a mature 
follicle to obtain an ovum from the ovary in a pa- 
tient at laparotomy. The ovum and follicular fluid 
are discharged into a sterile Petri dish, to which a 
drop of fresh human semen and some minced frag- 
ments of mucosa from the fallopian tube are added. 
Tubal mucosa is used because of evidence that its 
fibrinolytic enzyme system is important to denuda- 
tion of the ovum and its subsequent penetration by 
the spermatozoon. When incubated, the ovum 
grows to as much as a 32-cell or Morula stage. 
When actual implantation takes place in the hu- 
man, the egg is implanted in the blastocyst stage. 

Conception, therefore, depends on (1) fertile 
spermatozoa, (2) receptive secretions in the female, 
(3) open fallopian tubes, (4) ovulation, (5) good 
corpus luteum function, and (6) an adequate endo- 
metrial response for good implantation of the fer- 
tilized egg. 

Diagnostic Survey 


The wife usually consults her doctor first. How- 
ever, it is always preferable for both husband and 
wife to be interviewed before any diagnostic survey 
is attempted, in order that full understanding and 
cooperation are obtained from both. In the initial 
interview, the physician must gain some insight into 
the emotional needs of the couple. He must deter- 
mine whether their marriage is secure. Their desire 
for a child must not merely be an attempt to patch 
up an unhappy marriage. 

The following points should be covered in the 
initial interview of the couple: (1) length of mar- 
riage, including prior marriage of either partner; 
(2) infertility—primary, secondary, and duration; 
(3) birth control—duration; (4) conceptions; (5) 
abortions; (6) previous diagnostic studies; (7) coital 
history, including frequency, techniques, difficulties, 
dyspareunia, and frigidity; (8) menstrual history, 
including leukorrhea; and (9) general history of 
each partner, including medical, surgical, and nu- 
tritional history in childhood, adolescence, and 
adulthood. A general physical examination of each 
partner, with genital examination of the husband 
and pelvic examination of the wife, and general 
laboratory examination of both partners should also 
be done. 
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Semen Analysis.—The actual survey of the infer- 
tile couple usually begins with semen analysis, un- 
less the couple present themselves near ovulation 
time. In that case, it is more rational to observe the 
effect of spermatozoa in vivo in the female, rather 
than obtaining a bottle specimen at such a time. 
Although, theoretically, it only takes one normal, 
motile spermatozoon to achieve conception, a highly 
fertile male will have millions of actively motile 
spermatozoa present in his ejaculate. A sterile se- 
men specimen contains no spermatozoa (azoosper- 
mia); few spermatozoa (oligospermia ); or all dead 
spermatozoa (necrospermia ). There are vast varia- 
tions and degrees of fertility, as shown by semen 
analysis. Gross characteristics include a volume 
range of 2 to 8 cc. (average, 3.5 cc.), cloudy and 
whitish fluid, and minimal viscosity. Many times 
multiple examinations must be done, as there are 
variations in sperm count (average normal, 40-60 
million per cubic centimeter), motility (60% or 
more motile, with majority showing good forward 
progression and 8-24 hours’ longevity in vitro), and 
perhaps even morphology (70% or more normal). 
In figure 2, variations in semen quality are pre- 
sented. Motility, as observed in a fresh thin smear, 
is more impor- 
tant than actual 
number of sper- . 
matozoa. The 
stained smear is \ 


very useful in 


‘ 


evaluating se- \e 
men quality, but & 
the interpreta- = 


tion of abnormal 
spermatic mor- 
phology requires 
training and experience. The clumping phenome- 
non, as illustrated, can also be demonstrated 
in the fresh smear. Clumping of spermatozoa 
is frequently seen in the ejaculates of infertile 
males. 

Clinical Evidence of Ovulation.—Pregnancy, of 
course, is the best evidence of ovulation. Although 
the ovum is the largest cell in the body, it cannot 
be found except experimentally by washing out the 
fallopian tubes. All tests of ovulation are clinical or 
subjective. They are chiefly the result of the cyclic 
effects of estrogen and progesterone. 

The wife is instructed to take her basal body 
temperature, rectally if possible, each morning be- 
fore arising, beginning shortly after her menstrual 
period is over and continuing daily until menstrua- 
tion ensues. A typical basal temperature chart is 
illustrated in figure 3, with the low point of the 
temperature on the 12th day and a sustained ele- 
vated temperature curve from the l4th to 27th 
day. Should pregnancy result, this elevated tem- 
perature will be sustained well beyond the time of 
the first missed period. 
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Other associated phenomena are indicated above 
this basal temperature chart (fig. 3). These include 
the rat test for ovulation,” vaginal smears for evi- 
dence of cornification, and quantity and quality of 
cervical mucus. Below the basal temperature chart, 
one may note the endometrial biopsy on the last 
day of the cycle (the first day of the menstrual 
period ), as well as the endometrial biopsy on the 
21st day, when glycogen secretion is maximal. The 
24-hour daily urine excretion of pregnanediol, a 
metabolite of progesterone, is also shown. 

This typical patient is instructed to report to the 
office daily from the 10th to 14th day of the cycle. 
The day of the cycle is counted from the first day 
of the menstrual period. A vaginal speculum is in- 
serted, without lubrication, and the routine is as 
follows: 

A small amount of vaginal secretion from the 
vaginal fornix is plated on a glass slide, immediately 
immersed in equal parts of alcohol and ether ac- 
cording to the method of Papanicolaou, and stained 
by means of the rapid Schorr stain. 

The tip of a glass cannula is inserted into the 
endocervix, and, by means of gentle suction, a quan- 
titv of endocervical mucus is obtained for examina- 


Fig. 2.—Variations in semen quality; left, normal spermatozoa; center, clumping phenomenon; right, 
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tion. This is blown out on a glass slide, and an 
estimation of the amount from 0 to 4+ (profuse ) is 
made. A glass cover slip is then placed on this 
glob of mucus and the spinnbarkeit or stretch 
phenomenon measured in centimeters. The cover 
slip is then replaced, and the slide examined for 
the presence of white blood cells and spermatozoa. 
The cover slip is then removed, the mucus allowed 
to dry, and the fern phenomenon or crystallization 
of cervical mucus is observed. 

Note the variation from the 10th to the 14th day 
of the cycle (fig. 3). It is believed that ovulation 
occurs either at the low point in the temperature 
cycle, the day before this low point, or on the rise 
from low to high. Prior to ovulation, the cervical mu- 
cus becomes profuse, thin, acellular, and stretches 
from 10 to 15 cm. Normally at this time, large 
numbers of spermatozoa are recovered postcoitally. 
The vaginal smear will show gradations of in- 
creasing cornification. After ovulation occurs, the 
temperature becomes elevated and sustained; the 
cervical mucus becomes scantier and thick and 
shows very little stretch. The vaginal smear exhibits 
curling and clumping of cells, or the so-called ex- 
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Fig. 3.—Typical charts, with biopsies, showing presumptive evidence of ovulation. 
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foliative phenomenon. The fern test does not show 
changes as critical as the vaginal smear, cervical 
mucus, and basal body temperature graphs. 

The rat test for ovulation should prove valuable 
when the other simpler criteria for ovulation are ab- 
sent or atypical. The technique of the test is as fol- 
lows: 3 ce. of the first morning urine is injected intra- 
peritoneally into each of two 50-to-60-Gm. immature 
female rats, and the rats are sacrificed in four hours; 
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a positive reaction is cherry red hyperemia in one 
or more of the rats’ ovaries. Preliminary experiments 
in this laboratory indicate that the rat test is posi- 
tive on the day of maximal spinnbarkeit, as well as 
on the following day, as indicated on days 13 and 
14 in figure 3. 

The endometrial biopsy showing secretion in the 
gland lumina indicates that ovulation probably has 
taken place but does not indicate the time of ovula- 
tion except in retrospect. 
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Small quantities of pregnanediol may begin to 
appear in the urine prior to ovulation, but it is 
chiefly found in the premenstrual phase of the 
cycle. It must be noted that ovulation can occur 
with poor corpus luteum function, as indicated by 
short or atypical diphasic curve on the basal body 
temperature chart, endometrial biopsy showing 
poor secretory function, or diminished pregnanediol 
excretion, resulting in infertility. 


3. STEIN - LEVENTHAL 


CULDOSCOPY 


Fig. 4.—Tubal patency test, pneumoperitoneum, and culdoscopy. 
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Tubal Patency Tests (fig. 4).—In 1919, Dr. L. C. 
Rubin made a revolutionary discovery in the field 
of infertility when he devised a simple method of 
establishing whether or not the fallopian tubes are 
open. The technique is as follows: An intrauterine 
cannula is inserted through the cervix into the 
lower part of the uterus. By means of a source of 
carbon dioxide, and a method of controlling the 
flow of the gas at low levels, it is possible to estab- 
lish tubal patency. Typically, the flow of gas rises 
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to a pressure of about 100 mm. Hg and then drops 
suddenly to a level of 70 or 80 mm. Hg, oscillating 
at this level. When one listens to the lower part of 
the abdomen, bubbles of gas are heard to escape 
from the fimbriae of the tubes. Finally, at the 
conclusion of the test, when the patient assumes 
the erect position, the gas so introduced into the 
peritoneal cavity rises beneath the diaphragm, pro- 
ducing referred pain in one or both shoulders. 

An alternate method of establishing tubal patency 
is performed by utilizing an opaque medium, such 
as iodized oil or an iodized aqueous medium, which 
casts a shadow on an x-ray film. This latter method 
not only is useful in establishing tubal patency but 
also is useful in delineating the size, shape, and 
position of the uterus. 

Pneumoperitoneum and  Culdoscopy.—Refine- 
ments in diagnostic techniques involving the female 
include pneumoperitoneum and culdoscopy. Pneu- 
moperitoneum,” is a method of silhouetting the 
female organs by means of carbon dioxide. This 
may be combined with opaque mediums, and such 
a combined procedure has been called complete 
gynecography. This technique is useful in delineat- 
ing ovarian cysts, fibroids, and other intrapelvic 
pathology. The x-rays in figure 4 demonstrate that 
more information can be obtained by the addition 
of carbon dioxide gas to the standard hystero- 
salpingogram. This technique requires special 
training. 

Culdoscopy, or transvaginal peritoneoscopy, in- 
troduced by Alfred Decker, has become a valuable 
addition to diagnostic armamentarium in the survey 
of the infertile couple. It has made possible demon- 
stration of ovulation or failure of ovulation. This 
procedure has been invaluable whenever the usual 
criteria of ovulation were atypical or absent. Cul- 
doscopy is valuable also to establish the presence 
or absence of peritubal and periovarian adhesions, 
fibroids, endometriosis, and other barriers to fer- 
tility. 

In the management of the infertile couple, cul- 
doscopy is usually a final procedure useful in ruling 
out obscure pelvic pathology. Certainly for those 
women who have undergone an otherwise exhaus- 
tive survey, culdoscopy can be of paramount impor- 
tance in determining whether they should continue 
treatment, institute adoption proceedings, or recon- 
cile themselves to a childless marriage. In the older 
age group, culdoscopy has been used as a means 
of very rapid survey in order to conserve time. Fre- 
quently a final prognosis can be given after this 
examination. This technique, which requires special 
training, is illustrated at the bottom of figure 4. 
Treatment of the Infertile Man 


Treatment of the infertile man has been rather 
disappointing on the whole. However, general meas- 
ures for the improvement of health and nutrition 
should be outlined. The husband should avoid over- 
work and stress. He should reduce his smoking to 
a minimum. Good diet and plenty of outdoor exer- 
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cise are helpful. The gamut of vitamins from A to E 
have been given. Recently there has arisen an 
interest in the value of vitamin C to prevent clump- 
ing of spermatozoa. Thyroid or the newer triiodo- 
thyronine has been given with some benefit. 

The normal hypothermia of the testes should be 
maintained. The patient should be instructed to 
wear a type of underwear that does not constrict 
or unduly warm the testicular region. Extremely 
hot baths should be avoided. The presence of a 
varicocele may be a factor, and a testicular support 
or surgical correction may be beneficial. 

Testosterone rebound therapy’ has evoked a 
great deal of interest. It has long been known that, 
when testosterone is given to the man, there will 
be a depression of the sperm count. When testos- 
terone therapy is continued, not only will the sperm 
count become depressed but a complete azoosper- 
mia may be induced. However, when testosterone 
is then withdrawn, there will be a return to pre- 
treatment levels or even an improvement in the 
spermatic picture. This so-called rebound phenom- 
enon might show great promise, but it is a danger- 
ous tool and should only be used in the hands of 
an expert. Testicular biopsies as well as frequent 
semen analysis are necessary to control such treat- 
ment. 

Coital frequency and timing is another method 
of improving fertility. Certainly, if the exact time 
of ovulation can be ascertained, it would make good 
sense to instruct the couple to have coitus at that 
time. Further, if the time of ovulation can be pre- 
dicted four or five days in advance, it would be 
advantageous to forbid coitus until the exact time 
of ovulation. However, the exact time of ovulation 
is still difficult to detect. Delaying coitus until ovu- 
lation had already occurred would be fruitless. 
Long periods of sexual continence will improve the 
total sperm count. Frequent coitus, though reducing 
sperm count, seems to improve the quality and 
motility of spermatozoa. 


Treatment of the Infertile Woman 


Treatment in the woman depends on improve- 
ment in general hygienic and nutritional factors, as 
well as correction of abnormal cervical, uterine, 
tubal, or ovarian factors, as outlined in the diag- 
nostic survey. The diagnostic survey, in itself, is 
therapeutic, and many women will conceive during 
this survey. Especially significant is the patient who 
will conceive after improvement of the cervical 
factor or after tubal patency tests. 

Cervicitis should be treated, if possible, with 
antibiotics rather than by cautery. Although cautery 
may cure an infected cervix, cervical glands are 
destroyed. This destruction of cervical glands dimin- 
ishes the normal mucorrhea which occurs just prior 
to ovulation. Hostile or absent cervical secretions 
are major factors in the infertile woman. This hos- 
tile cervical secretion frequently may be improved 
with small doses of estrogen, such as diethylstil- 
bestrol, 0.1 to 0.3 mg. by mouth daily. 
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Uterine retroversion, hypoplasia, and fibroids are 
rarely factors in infertility. Extreme uterine hypo- 
plasia is usually part of an over-all underdevelop- 
ment of the female organs and is chiefly secondary 
to ovarian insufficiency—a condition difficult to 
improve. 

The tubal factor has become less important with 
better control of gonorrhea and tuberculosis. Tubal 
obstructions may be treated medically, by means 
of repeated carbon dioxide patency tests under high 
pressures, to perhaps blow out the fimbriae of 
the tubes, as well as by surgical procedures. Surgi- 
cal results have improved with the advent of finer 
techniques, antibiotics, and polyethylene tubing 
used as tubal splints. The over-all results * after 
tuboplasty operations, even those done by the best 
surgeons, statistically show less than 13% concep- 
tions. Further, there will be an appreciable inci- 
dence of tubal pregnancies after such surgical 
procedures. 

The treatment of failure of ovulation depends 
on adequate diagnosis. When bilateral polycystic 
ovaries are present, resection of both ovaries has 
been followed by about 66% good results, with re- 
sumption of menstruation, ovulation, and concep- 
tion. This surgical approach to the so-called Stein- 
Leventhal syndrome has become a popular method 
of treatment. 

Another popular method of treatment has been 
low-dosage x-ray therapy to the ovaries and pitui- 
tary gland. This method is also followed by approx- 
imately the same percentage of results as the 
surgical approach to the syndrome of bilateral poly- 
cystic ovaries. However, geneticists have warned 
about the danger of increasing the frequency of 
mutations from gonadal irradiation. Scientists in 
general have issued warnings against the hazards 
of using ionizing radiation for benign conditions. 

Therapy with estrogens, which normally release 
luteinizing hormones and theoretically evoke ovula- 
tion, has been advocated by many clinicians. Estro- 
gen has been given in very small doses as well as 
very large doses. Recently, the use of conjugated 
estrogens (equine ), given intravenously,’” has been 
advocated. It further has been suggested that, 
should a patient with amenorrhea and failure of 
ovulation be refractive to intravenously given estro- 
gen, the physician is then dealing with the Stein- 
Leventhal syndrome and such a patient should 
have a bilateral ovarian resection. This logic is con- 
fusing to me, and, further, | have not been able to 
confirm the good results reported with intravenous- 
ly given estrogen. 

The cyclical administration of estrogens and pro- 
gesterone also has its enthusiasts. The theory be- 
hind this type of medication is called “shaking of 
the clock.” Perhaps after menses can be established 
artificially, the pituitary ovarian cyclical function 
will become reestablished and ovulation and men- 
struation will continue. Such treatment, however, is 
rarely helpful. 
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Cortisone preparations are useful drugs in the 
induction of ovulation in patients with adrenogen- 
ital syndrome.'' Such women, with adrenal dys- 
function, show elevation of urinary 17-ketosteroid 
excretion and may show some signs of masculiniza- 
tion, such as moderate to marked hairiness. The 
present choice of therapy is prednisolone, 30 mg. 
daily, gradually reduced to a maintenance dose of 
10 mg. daily. 

In the hypothyroid woman the employment of 
desiccated thyroid, thyroxine, or triiodothyronine 
may show spectacular results. These medicaments, 
unfortunately, are given too frequently to normal 
individuals without benefit. 

The pituitary hormones, such as those extracted 
from animals or those used in combination with 
human chorionic gonadotropin, have shown no re- 
liable effects in the human. 

Artificial Insemination 

The subject of artificial insemination in its entirety 
is beyond the scope of this paper. Artificial insemi- 
nation may be divided into homologous or husband 
insemination and heterologous or donor insemi- 
nation. Homologous insemination is indicated when 
there is faulty transmission of spermatozoa from 
the male to the female, due to impotence or pre- 
mature ejaculation. Secondly, it is indicated when 
there is a severe cervical factor precluding sperm 
migration into the uterus. 

Heterologous insemination, where no religious 
prohibition exists, is indicated in (1) absolute male 
sterility, (2) severe hereditary defects in the male, 
and (3) incompatibilities of blood type, both RH 
and ABO, with sensitization. The results of homolo- 
gous insemination are poor. On the other hand, the 
results of heterologous insemination have been ex- 
cellent. 

Fast freezing, storage, and subsequent thawing 
of mammalian spermatozoa can be performed with- 
out impairing the fertilizing capacity. In animal 
husbandry, frozen semen has been successfully used 
for some years. Recently an interesting experiment 
was reported in the use of frozen human semen for 
insemination, with conception and delivery of 
normal children." 


Gaps in Our Knowledge 


A method is needed for diagnosis of a fertile se- 
men sample. Veterinarian colleagues say that the 
best test of bull semen quality is the percentage 
of conceptions after artificial insemination in a 
group of cows. This method of assaying semen 
quality in the human is untenable. Therefore one 
must rely on sperm counts, motility, and morphol- 
ogy. Certain standards of semen analysis have been 
set up, but it is still impossible to delineate abso- 
lutely a fertile specimen from an infertile one, un- 
less azoospermia is present. Again, there is no proof 
of fertility except fertility itself. With an extremely 
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poor ejaculate, a poor prognosis is given, but this is 
frequently in error. Recently I received the follow- 
ing letter: 

Last November and December, my wife and I were pa- 
tients of yours with regard to our inability to have children 
during our five and one-half years of marriage. Our family 
physician . . . had sent us to you for examination and advice. 
Our last visit with you was around the first of December 
at which time you stated we had but a slight chance of 
becoming parents and should look into the possibilities of 
adopting a child. You suggested we revisit you in about six 
months for my wife did have some treatments and our case 
was not utterly hopeless. 

I am happy to report that my wife is pregnant, having 
conceived about the middle of December. I presume you 
do keep case histories and this may be of some interest and 
significance in your work. 

[ should be interested to hear from you if you have any 
comments or explanations with respect to this, perhaps un- 
expected, pregnancy. 

This is an example of an “unexpected” pregnancy 
which occurred in the same month that I had giv- 
en a very poor prognosis. The prognosis was based 
on an oligospermia with poor motility. This con- 
ception occurred after an intensive survey of the 
couple, which concluded with an iodized oil x-ray 
examination of the wife. 

Treatment of the infertile male needs great im- 
provement. Perhaps part of the answer to this will 
be in prophylaxis against viruses and the proper 
management of undescended testes. 

Induction of ovulation by means of a potent pitu- 
itary hormone is needed. Unfortunately, the human 
ovary is refractive to animal extracts. To be able 
to induce ovulaiion by means of a purified chemi- 
cal LH principle would solve many problems in the 
induction as well as the timing of ovulation. 

A better test of ovulation timing is also needed. 
Present tests are tedious and perhaps not too ac- 
curate. A new simple test for ovulation,’* based on 
the detection of glucose in the cervical secretions, 
has been described. Should the value of this test 
be confirmed, it would replace the more compli- 
cated tests for ovulation. When patients ask me 
whether they are ovulating, I tell them that a wo- 
man does not ring a bell when she ovulates. Some 
years ago Burr and co-workers ‘* demonstrated a 
sharp elevation of electrical potential simultaneous- 
ly with ovulation in the rabbit. Perhaps with better 
electronic devices now available, this technique 
could be revived. 

Pregnancy wastage in spontaneous abortions is 
still a great problem. Although a great many vita- 
min and hormone preparations have been reported 
to be efficacious, there is still a great need tor im- 
proved results. Recently the newer progesterone 
preparations have shown promise. Dr. E. C. Reifen- 
stein Jr. has reported favorable results with a long- 
acting injectable progesterone in patients who have 
habitual abortion. 

There are still many unknown factors preventing 
conception. These factors defy even an exhaustive 
survey of the infertile couple. Many of these factors 
may be psychogenic. Perhaps many are immunolog- 
ical. 
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Summary 


The age of the wife at the time of marriage has 
been shown to have a direct bearing on the inci- 
dence of sterility. Birth control measures, in them- 
selves, have little effect on infertility, except to place 
the wife into an older age group having a statisti- 
cally higher incidence of infertility. The diagnostic 
survey may appear to be tedious and time consum- 
ing. However, adequate treatment without an ex- 
haustive diagnostic regimen is impossible. Fortu- 
nately, though difficult to explain, many patients 
will conceive during or immediately after such a 
survey. 

Perhaps, in the future, the physiologist or chemist 
will discover a pure pituitary hormone for induc- 
tion of ovulation, the psychiatrist will be more help- 
ful in reducing stress and anxiety, and the immunol- 
ogist will discover the remaining factors. 

30 N. Michigan Ave. (2). 
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Within the past few years, concomitant with 
advances in techniques of collection and storage of 
blood and the daring innovations of modern sur- 
gery, there has been described a new syndrome 
called “hemorrhage due to massive transfusion.” 
This condition is an uncommon complication of 
surgery, but is particularly associated with large- 
scale procedures. Its cause is said to be thrombo- 
cytopenia by one group,’ while another group 
ascribes this syndrome to fibrinolysin * and, more 
recently, multiple clotting defects.” 

We would like to describe in summary fashion * 
some key findings to date of a study of the blood 
clotting system of 38 patients who received mas- 
sive transfusions at Hahnemann Hospital last year, 
mostly from the department of thoracic surgery, 
under the direction of Dr. Charles P. Bailey. 

Twenty-two patients underwent open-heart sur- 
gery and did not bleed (nonbleeders). Eight pa- 
tients underwent open-heart surgery and did have 
a hemorrhagic episode (bleeders). Eight patients 
underwent closed-heart surgery and did have a 
hemorrhagic episode (bleeders). Excluded from 
definition of bleeders are those who bled from 
mechanical causes. No obvious preoperative differ- 
ences between bleeders and nonbleeders were seen. 
It is our broad aim to answer three questions about 
these patients, and these will be considered in 
order. 

Relationship of Bleeding to Transfusion 


Is bleeding due to massive transfusion or is mas- 
sive transfusion given because of hemorrhage? 

The volumes of blood given to the patients in 24 
hours or less—usually less—were as follows: Nine- 
teen patients underwent open-heart surgery, re- 
ceived an average of 5,400 cc. of blood (extremes, 
3,000-11,500 cc.), and did not bleed. Bleeders got a 
mean total volume of blood that was approximately 
twice that of nonbleeders. The eight bleeders who 
were subjected to open-heart surgery received a 
mean total of 9,500 cc. (extremes, 4,000-21,000), 
and the eight who underwent closed-heart surgery 
received 9,000 cc. (extremes, 3,100-15,000 cc. ). But, 
up to the time of bleeding, bleeders in the two 
groups received about the same total volume as 
nonbleeders (means, 6,000 and 4,600 cc.; extremes, 
4,000-7,750 and 2,000-7,000 cc. respectively ). 

These data suggest two important concepts: 1. In 
the patients studied, massive transfusion may have 
been necessary but was not sufficient in itself to 
produce hemorrhage. 2. The large volumes of blood 


From the Blood Coagulation Research Laboratory and the Depart- 
ment of Surgery, Hahnemann Medical College and Hospital. 

Read before the Section on Pathology and Physiology at the 107th 
Annual Meeting of the American Medical Association, San Francisco, 
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Studies were made of the blood clotting 
system of 38 patients who received massive 
transfusions in connection with cardiac sur- 
gery. Of 30 patients who underwent open- 
heart surgery, 19 received from 3,000 to 
11,500 cc. of blood and did not bleed, while 
8 received from 4,000 to 21,000 cc. of blood 
and did bleed. Eight patients who underwent 
closed-heart surgery, and had hemorrhagic 
episodes subsequently, received from 3,100 
to 15,000 cc. of blood. It appeared that the 
hemorrhages observed were more probably 
the occasion rather than the result of the mas- 
sive transfusions. Eight quantitative laboratory 
tests were applied to blood samples from 
these patients, before, during, and after the 
surgery, but no common cause of bleeding 
was evident. There was no significant differ- 
ence between bleeders and nonbleeders with 
respect to platelet count, fibrinogen concen- 
tration, or status of the plasma coagulation 
system either preoperatively or postoperative- 
ly. It would appear that massive transfusion 
aggravates a tendency for “unexplained 
bleeding in the surgical patient,’ but the pri- 
mary blame for hemorrhage cannot be placed 
on compatible massive transfusions. 


given to bleeders were given, in greatest measure 
if not entirely, because of the hemorrhage, and 
thus were a result rather than a cause of hemor- 
rhage. 
Defect in Plasma or Platelets 

Was there a defect in plasma or platelets? To 
answer this question, we examined the coagulation 
system. Figure 1 (left) gives the platelet values of 
patients who underwent open-heart surgery. The 
ordinate is the count of platelets in 1,000 per cubic 
millimeter. The abscissa shows the times of sam- 
pling: initial, preshunt, postshunt, two hours after 
operation, and 24 hours after operation. The curve 
at the top shows the results for the total open-heart 
surgery group. It will be seen that the platelet level 
fell during the postoperative period and was then 
maintained. The curve at the bottom shows values 
of bleeders’ platelets and nonbleeders’ platelets. It 
will be noted that there was little difference be- 
tween them at any given time. This finding is sig- 
nificant, because bleeding was usually manifest 
during the immediate two-hour postoperative 
periods. 
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Thus, with use of proper controls, i. e., patients 
who received massive transfusion but did not bleed, 
we see that thrombocytopenia may have been nec- 
essary but was not sufficient to produce hemor- 
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Fig. 1.—Left, absolute platelet values and, right, absolute 
recalcified plasma clotting times in patients subjected to 


open-heart surgery. 


rhage. We ascribe the thrombocytopenia to dilution 
of patient blood with platelet-poor transfusion 
blood in part. Other data support this concept. 

The plasma recalcified clotting time of the pa- 
tients subjected to open-heart surgery (fig. 1, right) 
is a measure of the integrated functioning of the 
plasma coagulation factors. Examination of the 
lower two curves shows no difference between 
bleeders and nonbleeders that is clinically signifi- 
cant. 

Figure 2 is concerned with other blood clotting 
tests. The thromboplastin generation test (left) was 
used to evaluate the early stage. Examination of the 
lower two curves indicates that there is no signifi- 
cant difference between bleeders and nonbleeders. 
Similar results were obtained with the prothrombin 
consumption tests. 
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The final stage of blood clotting, analyzed on the 
basis of conversion of fibrinogen to fibrin, is illus- 
trated in figure 2 (right). Again, examination of the 
bottom two curves shows no significant difference 
between bleeders and nonbleeders. Of interest is 
the marked 24-hour rise in both groups. 

In regard to fibrinolysin in patients who under- 
went open-heart surgery, only two bleeders had 
significant fibrinolysin titers. Also, two nonbleeders 
had significant fibrinolysin titers. Fibrinogen levels 
correlated well in these four patients. Otherwise, 
fibrinogenopenia was not in evidence. Fibrinolysin 
was not impressive. No anticoagulant activity was 
found in any patients’ samples at any time. 

Considering next the findings of the blood clot- 
ting studies of bleeding patients in the closed- 
heart surgery group, we may summarize by saying 
that they were remarkably similar to the data 
already presented and corresponded test for test 
with the bleeders in the open-heart surgery group. 
In addition, there was no correlation between vol- 
umes of blood administered and depression of clot- 
ting factors or platelet levels. Positive fibrinolysin 
titer was present in the sample of one patient in the 
closed-heart surgery group. 

Thus, considering the average values of groups 
of patients, we may conclude that there was (1) no 
difference between bleeders and nonbleeders’ plate- 
let values, (2) no difference between bleeders and 
nonbleeders’ plasma coagulation system, and (3) 
no fibrinogenopenia, with fibrinolysin not impres- 
sive. 

Common Cause of Bleeding 

Is there a cause of bleeding which is common to 
the bleeders? To answer this, we will examine the 
individual cases of bleeders subjected to open-heart 
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Fig. 2.—Absolute values for, left, thromboplastin generation, center, one-stage prothrombin level, and, right, fibrinogen 


level in patients subjected to open-heart surgery. 


The intermediate stage of blood clotting was 
evaluated with the prothrombin time determination 
(fig. 2, center). An examination of the bottom two 
curves shows no significant difference between 
bleeders and nonbleeders. 


surgery and interpret each one as an isolated case 
of bleeding. We find that the outstanding defects 
were as follows: thrombocytopenia, 2 patients; 
acute depression of thromboplastin generation, 1; 
acute hypoprothrombinemia, 1; significant fibrino- 
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lysin titer, 2; findings consistent with a process of 
intravascular coagulation, 1; and problematical, 1. 
Therefore, no common cause of bleeding is evident. 


Summary and Conclusions 


Data on 38 patients receiving massive transfu- 
sion, including 16 “bleeders,” show that massive 
transfusion was wot sufficient in itself to produce 
hemorrhage. Massive transfusion may be, and prob- 
ably in large part was, a result rather than a cause 
of bleeding. A common cause for bleeding was not 
evident for all cases. Thrombocytopenia was not 
sufficient to produce hemorrhage. Fibrinogenope- 
nia and/or fibrinolysin was not impressive. The 
vasculature is as yet uninvestigated. 

Consequently, we cannot place the blame for 
hemorrhage on compatible blood transfusions. 
Transfusions may initiate or aggravate the bleeding 
due to a defective mechanism or a system already 
primed for hemorrhage. Therefore, every patient 
to undergo surgery, regardless of magnitude and 
type of operation, who seems to show a likelihood 
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of requiring transfusions should have a complete 
investigation of coagulation factors. This would 
detect a possible defect that could become clini- 
cally significant. In this way, specific therapy with 
the proper blood fraction or factor could be insti- 
tuted. 

230 N. Broad St. (2) (Dr. Ulin). 

This study was supported by a U. S. Army Research Con- 
tract D.A.-49-007-MD-720. 
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Acute intermittent porphyria occasionally may be 
responsible for respiratory failure and death.’ 
Neurological complications of acute porphyria were 
described as early as 1890,* and more cases were 
soon added.* Denny-Brown and Sciarra “ stated 
that the bulbar manifestations in a severe attack 
of acute porphyria are the usual cause of death. 
One of their patients was kept in a respirator and 
died during the second attack two years later. 
Melkerson and other workers * have reported cases 
of patients recovering from bulbar _ paralysis. 
Hoagland “* found that once neurological change 
occurs the mortality is about 75%, death being due 
to bulbar involvement with respiratory paralysis. 
He also stated that such patients relapse and few 
survive more than five years after the initial attack. 
Markovitz > reviewed 64 cases from 1941 to 1953 
and added five of his own. His review revealed that 
when the central nervous system was involved, 
especially the cranial nerves, the mortality ranged 
from 60 to 90%. Therefore, cranial nerve involve- 
ment indicates a bad prognosis: of 69 patients, 35 

From the Communicable Disease Service, Los Angeles County Hos- 
pital; the Respiratory and Rehabilitation Center for Poliomyelitis, 


Rancho Los Amigos Hospital, Downey, Calif.; and the Department of 
Internal Medicine, College of Medical Evangelists, Los Angeles. 
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PARALYSIS 


Porphyria is characterized by remissions 
and exacerbations; it causes death by produc- 
ing respiratory failure. Three patients with 
respiratory involvement during recurring epi- 
sodes of intermittent porphyria were treated 
by tracheotomy and mechanical respiratory 
assistance. The cases serve to emphasize that 
such patients may recover from their respira- 
tory complication and be ambulant, even after 
a prolonged illness and in spite of continued 
excretion of porphobilinogen. Use of the 
respirator is emphasized, because it will pre- 
vent death due to paralytic respiratory failure, 
thus allowing time for clinical remission and 
recovery. 


had cranial nerve involvement and 22 died. Vocal 
changes occurred in 26 patients. The patient in one 
of the five new cases he reported died in respira- 
tory failure. Use of the mechanical respirator was 
not mentioned, 
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Acute intermittent porphyria is characterized by 
exacerbations and remissions. Consequently, it is 
conceivable that, if a patient can be tided over the 
period of respiratory failure by supportive means, 
such as a mechanical respirator, he might return 
eventually to a relatively normal existence. We 
would like to report on three patients who had 
respiratory failure, who required a respirator, and 
who later became free from respirator care. Though 
such patients are subject to subsequent attacks, this 
report shows they may not produce bulbar or re- 
spiratory manifestations. 


Report of Cases 


Case 1.—A 27-year-old woman was admitted first to an 
outlying hospital on April 15, 1956, because of red urine. 
Except for dizzy spells, weakness, and backache occurring 
intermittently since childbirth in 1954, she had been well. 
On April 13, 1956, she had a sudden onset of severe back 
pain associated with generalized weakness and anorexia. Red 
urine was then seen. Numerous studies were made, but she 
was discharged seven days later, being told that it was “all 
in her mind.” She was admitted next to a sanitarium and 
kept overnight, being told that, although she had a nervous 
condition, she also was physically ill. Then she saw a chiro- 
practor. She became weaker and anorexic, losing 11 Ib. (5 
kg.) in three weeks. She had difficulty in swallowing liquids. 
She had abdominal cramps and vague leg and chest pains. 
She lost the use of her arms and legs. She was referred to the 
White Memorial Hospital, Los Angeles, on May 2, 1956, with 
the diagnosis of possible adrenal cortical hypofunction ( Ad- 
dison’s disease) or uremia. 

The patient’s history revealed that she had had constipa- 
tion most of her life, and this had become more severe since 
her present illness. She previously had had “dark urine,” but 
the duration or beginning was not recorded. She had grand 
mal convulsions as a child. One sister also had this, as well as 
a “nervous breakdown” at the age of 21. Her parents and 
eight siblings are all living and well. There was no family 
history of porphyria. 

On physical examination on May 3, the patient had an 
anxious look and was distraught. She spoke in a barely au- 
dible whisper. The temperature was 101.8 F (38.7 C) rectally, 
respiration rate 28 per minute, and pulse rate 134 per minute. 
Blood pressure was 150/100 mm. Hg. She had many freckles 
but no unusual pigmentation. Her pupils were widely dilated, 
and there was a slight downward deviation of the left eye. 
The gag reflex was normal, but swallowing was impaired. No 
tenderness, rigidity, enlarged viscera, or mass was noted in 
the abdomen. There was total flaccid paralysis of all ex- 
tremities. Sensory function was intact. The deep tendon re- 
flexes were absent except for the ankle reflexes, which were 
2+ bilaterally. 

Laboratory studies were done on May 4. The hemoglobin 
level was 13 Gm. per 100 cc. The white blood cell count, 
hematocrit value, and serum potassium level were normal. 
Total porphyrin level in the urine was increased, and findings 
on the test for porphobilinogen were strongly positive. The 
urine turned dark on exposure to the sun. The fasting blood 
sugar level was normal. The urine was cloudy and amber- 
colored, with a specific gravity of 1.016; there were 5 to 10 
red blood cells and 8 to 10 pus cells per high-power field. 
Findings on the Venereal Disease Research Laboratory and 
Kolmer-Wassermann tests were negative. 

Soon after admission, an intern gave 250 mg. of amobar- 
bital (Amytal) sodium intravenously in an attempt to slow 
the pulse rate; this was without effect. The diagnosis of acute 
intermittent porphyria was subsequently made, and further 
use of barbiturates was banned. On May 5, a consulting 
neurologist confirmed the diagnosis of neuronitis with por- 
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phyria. He advised intravenous administration of procaine, 1 
Gm. per liter of 5% glucose solution daily, and 10 mg. of 
prednisolone every four hours by Levin tube; both recom- 
mendations were followed. He noted a definite neuropathy of 
the facial nerve (Bell’s palsy) on May 6. At that time, the 
patient could not wrinkle the forehead, close her eyes, or 
purse her lips. Tetracycline (Achromycin) was given because 
of a urinary tract infection in doses of 250 mg. four times 
daily. By May 7, the patient was unable to swallow and tube 
feedings were started. 

On May 8, the patient was in respiratory distress and she 
was transferred to the Communicable Disease Unit of the Los 
Angeles County Hospital for respirator care. The alveolar 
carbon dioxide tension was 55 mm. Hg (normal 40), giving 
evidence of hypoventilation. 

She was emaciated, disoriented, and acutely ill. She had 
scanning speech and pooled secretions in her throat. Respira- 
tory excursions were poor. The muscles were described to be 
of a “doughy” consistency. She had generalized muscle fi- 
brillations with paresis of all four extremities. A chest roent- 
genogram taken on May 8 showed normal findings. 

Total urine porphyrin and urine porphobilinogen levels 
were highly elevated. An electroencephalogram taken on 
May 17 showed a normal tracing. 

On the day of admission to the Communicable Disease 
Unit, a high tracheotomy was done and the patient placed 
in a respirator. Tetracycline therapy was continued and intra- 
venous administration of vitamins was started. Three days 
later, the patient was rational and had no difficulty in swal- 
lowing, but she became irrational periodically. The tempera- 
ture returned to normal, and less fibrillatory movement was 
noted in the muscles. Within seven days the patient was 
allowed short periods out of the respirator. On June 4, her 
vital capacity was 1,800 cc. (62% of her predicted normal). 

On June 7, 1956, the patient was transferred to the 
Rancho Los Amigos Hospital Respiratory Center. The trache- 
otomy tube was still in place. She had bilateral upper ex- 
tremity weakness. The lower extremities showed good func- 
tion throughout, with the exception of poor quadriceps. The 
breathing pattern was predominately intercostal, and she 
tended to use neck accessories during quiet breathing. Ob- 
vious disturbance of laryngeal function was demonstrated by 
speech and cough. By June 12, she tolerated being out of the 
respirator for one and one-half hours twice a day; her time 
out was increased about one-half hour per day, with com- 
plete freedom by July 12, 1956. Findings on tests for urine 
porphyrins (including porphobilinogen) were still strongly 
positive. Findings on the tests for urine porphobilinogen be- 
came negative first on July 16, about three months after the 
acute episode began. At the height of her illness, she 
weighed about 60 Ib. (27.2 kg.). By Aug. 16, the patient 
was able to get in and out of bed alone and go to the bath- 
room with minimal help. 

She liad been started on a program of muscle reeducation 
and strengthening to all four extremities after admission to 
Rancho Los Amigos Hospital. Diaphragm reeducation and 
coughing exercises were given. The patient was discharged 
Aug. 17, 1956, at her request, to return to the eastern part 
of the United States. 

No further contact was had with her until Jan. 6, 1957, 
when she was readmitted to the Los Angeles County Hos- 
pital with abdominal pain of one week’s duration. Prior to 
this readmission, she had been hospitalized elsewhere and 
given medicaments, including barbiturates, by hypodermic 
every four hours for pain. No complaints referable to the 
muscles were made on admission, and she weighed 80 Ib. 
(36.3 kg.). On physical examination her blood pressure was 
130/90 mm. Hg, pulse rate 120 per minute, and respiration 
rate 20 per minute. She was alert and cooperative. Her deep 
tendon reflexes were 3+. Sensory functions were intact. The 
24-hour urine examination showed positive findings for por- 
phyrins and porphobilinogen. The hemoglobin level and red 
and white blood cell counts were normal. The patient was 
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given 50 mg. of chlorpromazine (Thorazine) hydrochloride 
intramuscularly and thereafter 50 mg. every four hours by 
mouth. On Jan. 10, the knee and ankle reflexes were absent 
and the patient was emotionally labile, but she had no 
trouble breathing. Subjectively and objectively she improved 
rapidly, and she was discharged on Jan. 17, 1957. No addi- 
tional follow-up data are available. 


Case 2.—A 61-year-old man was referred to the Commu- 
nicable Disease Unit of the Los Angeles County Hospital on 
June 19, 1956, from another hospital, with the diagnosis of 
acute porphyria with an ascending type of lower motor neu- 
ron paralysis and severe respiratory distress. He had devel- 
oped abdominal pain on Feb. 11, 1956, which was thought 
to be a recurrence of ureteral colic, which he had had seven 
years previously. 

The onset of paralytic symptoms began about June 9. He 
gradually developed paralysis of the lower and then the 
upper extremities. His voice dropped to a hoarse whisper. On 
the day of admission, he was dyspneic. 

His history was not detailed, except that he had had an 
appendectomy. System review was negative. His family his- 
tory revealed that a niece had died with porphyria in 1955 at 
the age of 27 years. 

The patient was described as an acutely dyspneic, perspir- 
ing man lying in a “frog-like” position with flaccid extremi- 
ties. He talked in a whisper, appeared quite anxious, and 
stated that he was tired. Blood pressure was 140/100 mm. 
Hg, pulse rate 90 per minute, and respirations 32 per minute 
and shallow. Temperature was 99 F (37.2 C) rectally. A heal- 
ing vesicular exanthem was noted over the anterior chest and 
inner angle of the eyebrows. The lower part of the abdomen 
was flaccid, and bilateral upper and lower extremity paralysis 
with muscle atrophy was present. Sensory modalities were 
intact. Reflexes were absent in the lower extremities, with 
the exception of a normal plantar response. Weak biceps re- 
flexes were present. The gag reflex was intact. Swallowing 
was normal, and there was no hypopharyngeal pooling of 
secretions. 

Laboratory studies showed the hemoglobin level and white 
blood cell count to be normal. The urine was not dark; it 
contained a trace of albumin and many red blood cells per 
high-power field. A chest roentgenogram showed both sides 
of the diaphragm to be elevated with a plate-like atelectasis 
present at the right base. Results of the test for urine por- 
phobilinogen and uroporphyrin were strongly positive, and 
the urinary coproporphyrins level was slightly elevated. An 
electromyogram of muscle groups of the upper extremities, 
chest, abdomen, thighs, and legs was done July 19, 1956. 
This showed a lower motor neuron disease of diffuse nature 

At the time of admission to the Communicable Disease 
Unit, his vital capacity was 800 cc. (23% of predicted nor- 
mal) and the tidal volume 100 to 150 cc. The patient was 
placed in a Drinker respirator. He was slightly disoriented. 
A retention catheter was used until July 3. Procaine penicillin 
G in aqueous suspension (Crysticillin), dimenhydrinate 
(Dramamine), and aspirin were given. The patient had been 
placed on sulfisoxazole (Gantrisin) therapy for mild urinary 
tract infection. 

On July 5, when transferred to the Rancho Los Amigos 
Hospital Respiratory Center, the patient had no difficulty in 
chewing, swallowing, or urinating. Speech was hoarse and 
ability to cough very poor. The breathing pattern was that 
of the chest and accessory muscles without demonstrable 
diaphragmatic function, There was no facial or neck muscu- 
lar weakness, but the abdominal and extremity muscles were 
all weak. 

By July 16, some soft-palate weakness, with the uvula de- 
viating to the left, was noted. A month after admission, the 
patient became paranoid and disorientated. He developed 
severe atelectasis, and, on Nov. 2, an emergency tracheotomy 
was performed. There was slow but gradual recovery, punc- 
tuated by recurrent bouts of atelectasis, complaining behav- 
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ior, and abdominal pains with occasional vomiting. Urine 
porphobilinogen remained present throughout his hospital 
stay, with the last urine porphobilinogen level recorded on 
May 23, 1957. In spite of the continuous excretion of porpho- 
bilinogen, there was gradual improvement. By Feb. 28, 1957, 
he had begun to stand and walk without the aid of respirator 
equipment; the vital capacity was 2,025 cc., diaphragmatic 
function was normal, and function of the upper extremities 
was rated as good. By April 3, no respirator assistance was re- 
quired. A course of dimercaprol (BAL) therapy was started 
on May 20 and continued for five days without improvement 
in muscle power. On June 15, 1957, he was discharged, and 
24 days later he stopped using a wheel chair. He has not re- 
quired respirator assistance since (follow-up until March 
28, 1958). 


Case 3.—A 6-year-old girl was admitted to the Communi- 
cable Disease Unit on Feb. 24, 1956. She had been well un- 
til 17 days before admission, when she complained of ab- 
dominal pain and malaise. She vomited once but had no 
fever. During the day of onset, the pain was intermittent; it 
became progressively worse, and she was operated on for 
appendicitis in an osteopathic hospital. The discharge diag- 
noses there included “acute obstructive appendicitis,” “post- 
appendectomy paralytic ileus,” “malnutrition,” and “sub- 
acute glomerular nephritis.” She had dark urine. On about 
Feb. 20, 1956, the patient developed weakness of the extrem- 
ities and respiratory distress with inability to cough. She was 
transferred to the Communicable Disease Unit, where re- 
spiratory equipment was available. 

Further history revealed that the maternal great grand- 
father and the patient’s mother both had had porphyria. The 
mother’s first attack was 10 years previous, with dark red 
urine present and pain in the abdomen and legs. 

Physical examination showed the temperature to be 100.6 F 
(38 C) and the pulse rate 160 per minute. She was anxious 
breathing was labored and paradoxical, with the intercostals 
predominately used. The gag reflex was hypoactive and there 
was some pooling of secretions in the throat, but she still 
could swallow. The ability to cough was very poor. There 
was marked generalized weakness. Sensory functions were 
intact, although both the superficial and deep tendon reflexes 
were absent. Plantar response was normal 

Laboratory studies revealed a hemoglobin level of 11.4 
Gm. per 100 ce., red and white blood cell counts normal, 
blood urea nitrogen level 23.5 mg. per 100 ml., and serum 
potassium level 3.1 mEq. per liter. The 24-hour urine cre- 
atinin level was 2,058 mg. Results of tests for urine porphy- 
rins (total and porphobilinogen) remained positive, the last 
time tested being June 8, 1956. Examination of the spinal 
fluid was normal. A chest roentgenogram showed suggestion 
of right apical atelectasis. Microscopic slides of the appendix 
were obtained and studied, and no pathosis was noted. 

The patient was subjected to tracheotomy and placed in a 
respirator on the day of admission. Three days later, chest 
fluoroscopy revealed that there was a paradoxical motion of 
the diaphragm. She was started on tetracycline therapy for 
respiratory infection. She was kept on therapy with 250 mg 
of thiamine given twice daily for nearly two months. By 
June 1, she was out of the respirator 12 hours on her own 
and by June 4 was in her own bed during the entire 24 
hours. 

She was transferred to the Rancho Los Amigos Hospital 
Respiratory Center on June 7, 1956. Examination revealed 
that she had a strong diaphragm. Her vital capacity was 
50% of normal. By July 17, she was so improved she used a 
free gait for two hours per day instead of the walker. One 
month later (Aug. 13, 1956) the patient was discharged with 
bilateral short leg braces. 

The patient was again admitted to the Communicable 
Disease Unit on Oct. 6, 1956, for severe abdominal pain. In- 
termittently, she had had dark urine since June 7. Moderate 
bilateral atrophy of both legs and thighs was present. The 
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urine was dark red-brown. Aspirin, chlorpromazine, and co- 
deine were given. She had a fluctuating temperature to 104 F 
(40 C), but improvement was rapid and she was discharged 
Oct. 16, 1956. Leg braces were removed on Nov. 8, but she 
fell occasionally. Both her and her mother’s urines were pos- 
itive for porphobilinogen. 

The patient was readmitted to the Communicable Disease 
Unit on Feb. 20, 1957, for stomach pains of five days’ dura- 
tion, constipation for three days, and leg pains for one day. 
At this time, her mother stated that the child’s urine had 
been dark red-pink since her first attack in February, 1956, 
even when she was fairly well, but had become redder dur- 
ing the present attack. She was given chlorpromazine, 10 mg. 
four times per day. She was discharged improved three days 
later. 

She was readmitted to the same unit on June 17, 1957, and 
discharged improved two days later, still on chlorpromazine 
therapy. The intermittent pains in the legs, abdomen, and 
chest were insufficient to require prolonged hospitalization. 
The patient has not been seen since. 


Comment 


Three cases have been described with respiratory 
involvement during recurring episodes of intermit- 
tent porphyria. These patients’ treatment included 
tracheotomy and mechanical respiratory assistance. 

All three patients developed respiratory failure 
due to paralysis of the respiratory muscles. They 
also accumulated secretions in the airway due to 
bulbar paralysis or inadequate cough. Either re- 
spiratory paralysis or obstructed airway, or the 
combination, as observed in these patients, will 
produce death in a very short time. Death due to 
respiratory failure can be prevented by mechanical 
medical assistance.” Tracheotomy will bypass the 
obstructive material in the hypopharynx and _per- 
mit adequate and frequent suctioning of the lower 
airway, and a mechanical respirator will provide 
adequate ventilation for as long as necessary. 

Porphyria is characterized by remissions and 
exacerbations; it causes death by producing respira- 
tory failure. If respiratory function is maintained 
mechanically, time may bring about a remission. 
Although repeated exacerbations of the disease may 
be fatal, these cases indicate what sort of recovery 
is to be expected during the vear after the acute 
onset. These serve to emphasize that such patients 
may recover from their respiratory complication and 
be ambulant, even after a prolonged illness and in 
spite of continued excretion of porphobilinogen. 

Chlorpromazine was not put specifically to a 
clinical test for evaluation of the results. Universal 
recognition and medical diagnosis of this disease is 
still lacking, and needless surgery and drug ad- 
ministration is still noted. These have aggravated 
the underlying condition in most new cases that 
have been described. Inasmuch as the condition is 
inherited, a good history may suggest the diagnosis 
even before the urine porphobilinogen test is done. 
Until the disease is better understood and control 
measures are available, supportive treatment is 
indicated in the attempt to attain a prolonged re- 
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mission. At present, there is more information on 
what not to give the patient in the way of treat- 
ment than there is on what to give. Chlorpromazine 
currently is being tried, but, though frequently 
helpful, it is not the therapeutic answer. The res- 
pirator is a useful tool to tide over patients with 
respiratory paralysis and, if used, can forestall, at 
least temporarily, what otherwise is certain death. 


Summary 


Three case reports have been given of acute inter- 
mittent porphyria in which respiratory failure de- 
veloped. Treatment included use of the respirator 
until respiratory muscle function returned during 
the period of remission. Use of the respirator is 
emphasized, because it will prevent death due to 
paralytic respiratory failure, thus allowing time 
for clinical remission and recovery. 

One patient was noted to improve clinically in 
spite of continuing positive urinary porphobilinogen 
findings; the other two improved as the urinary 
prophobilinogen excretion decreased. 
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The rapid growth and progress of surgery on the 
poor-risk patients for thoracic surgical procedures 
have served to intensify the problems of the anes- 
thetist. Today we are not simply concerned with 
just an alive patient after a hazardous operation; 
we attempt, with a high degree of assurance, not 
to upset any further the physiological balance pres- 
ent prior to operation. We also consider of equal 
importance the rapid and uneventful postoperative 
recovery of the patient, with a short, pleasant, and 
safe convalescence. With these as primary motives, 
the use of the analgesic technique was revived and 
further improved, and it consequently has gained 
recognition and popularity among several of the 
teaching centers in anesthesiology. 

The value of analgesia was first suggested in 
1847 when Snow ' described it with use of diethyl] 


ether. Snow observed that an analgesic state ex- 
isted after emergence from deeper degrees of ether- 
ization. In 1921, Gwathmey’ reported on ether 
analgesia by the oral route for operations of short 
duration and for dressing wounds during World 
War I. He claimed that patients under the effects 
of ether analgesia answered questions, suffered no 


pain, and had no memory for the entire event. It 
was not until January, 1955, that this idea was re- 
vived and reevaluated by Artusio.. He gave a 
detailed description of the first stage of diethyl 
ether anesthesia in man and reported his technique 
for major surgical procedures, particularly heart 
surgery. Two years later, Schotz and co-workers * 
reported on succinylcholine and inhalation anal- 
gesia for major cardiac and pulmonary surgery. 

We are reporting another technique along this 
line, which was developed at the University of 
Michigan Hospital and used on 100 patients under- 
going thoracic surgery and thought to be poor risks. 
The term “balanced analgesia” was coined and 
may be said to have evolved from its immediate 
predecessor, “modern balanced anesthesia.” ° The 
latter implies the production of anesthesia with use 
of several agents, often administered by different 
routes, which are detoxified and excreted in sev- 
eral different ways. Balanced analgesia, in brief, is 
simply balanced anesthesia minus true hypnosis. 


Technique 


All patients are seen the evening before surgery. 
A complete evaluation of the patient’s chart is made 
before the actual interview. This includes a review 
of his complete history, physical examination, lab- 
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The term “balanced analgesia” implies the 
production of anesthesia with use of several 
agents, often administered by different 
routes, which are detoxified and excreted in 
several different ways. In brief, it is simply 
balanced anesthesia minus true hypnosis. In 
dealing with a poor-risk patient the friendly 
and informal approach to the patient is the 
most humane. Most of these patients are fully 
cognizant of their precarious condition before 
they elect to undergo an operative procedure. 
It is a well-established clinical thesis that 
shock or functional impairment of the circula- 
tion will often be induced in borderline pa- 
tients by general anesthesia, particularly 
during prolonged procedures. There are four 
merits of a balanced analgesic technique: 
1. The anesthetic agent and supplemental 
drugs used are almost universally acceptable 
to all patients. 2. There is minimal disturbance 
of physiologic mechanisms. 3. A relatively 
wider margin of safety for the patient and 
optimal working conditions for the surgeons 
are provided. 4. There is a relatively shorter 
and uneventful postoperative course. 


oratory examination, past and present drug therapy, 
and previous operative and anesthetic procedures. 
The conversation with the patient is in a most 
friendly and informal manner. At this time he is 
reassured, and rather detailed information of the 
preanesthetic and anesthetic procedure, including 
postoperative care, is outlined. However, every 
precaution is taken not to tell the patient that he 
will be conscious and questioned during the surgi- 
cal procedure. 

Preoperative medication consists of an adequate 
oral dose of pentobarbital sodium given the eve- 
ning before surgery to assure a restful night’s sleep 
for the patient; another dose of the same drug is 
given two hours before induction of anesthesia. A 
moderate dose of morphine sulfate, 6-10 mg., and 
scopolamine, not to exceed 0.3 mg., is administered 
by the subcutaneous route one hour before induc- 
tion of anesthesia. 

When the patient arrives at the anesthesia induc- 
tion room, provision for the convenient intravenous 
administration of drugs is provided by means of a 
three-way stopcock attached to an 18-gauge needle 
in an arm vein, preferably in the down side when 
the patient is in the lateral operative position. Top- 
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ical anesthesia of the larynx and tracheobronchial 
tree is obtained either transtracheally along with 
simultaneous administration of 100% oxygen or 
transorally by means of a spray immediately before 
endotracheal intubation. We believe a 10% solution 
of cocaine to be the drug of choice. Depending on 
the level of the initial blood pressure, meperidine 
hydrochloride in a 1% solution is given intrave- 
nously in 10-mg. dosage increments until the patient 
develops signs of partial analgesia to moderately 
painful cutaneous stimulation. An interval of ap- 
proximately two to three minutes is allowed be- 
tween the dosage increments to allow sufficient 
time for the effect of the meperidine to be ob- 
served, since most of these poor-risk patients have 
a prolonged circulation time. Additional doses of 
meperidine are not given if any significant degree 
of hypotension develops. If hypotension should 
occur, ventilation is provided with 100% oxygen 
and the patient is placed in a modified Trendelen- 
burg’s position until the blood pressure returns to 
the initial level. As soon as the patient's blood pres- 
sure becomes stable, with or without partial anal- 
gesia, induction is carried out with intravenously 
given thiamylal sodium in a 2% solution adminis- 
tered intermittently in 20-to-40-mg. doses to the 
point of mild hypnosis. By mild hypnosis we mean 
the state in which the patient will barely respond 
to simple questions. A 40-mg. dose of succinylcho- 
line in a 2% solution is given intravenously to ac- 
complish a fast and atraumatic oral intubation with 
an appropriate size of Portex endotracheal tube. 
Ventilation is again provided with 100% oxygen be- 
fore the endotracheal tube is connected to a semi- 
closed circle absorption system. From this point on, 
the respiration is continuously controlled until the 
chest is completely closed. 

We prefer to use either a Forreger or a Heid- 
brink machine, which has a wide and easily read- 
able form of calibration for both nitrous oxide and 
oxygen in liters per minute. We then start the ad- 
ministration of a gas mixture with 1’ liters flow of 
oxygen and 3% liters flow of nitrous oxide and 
allow the patient to breathe this mixture for about 
15-20 minutes. This time period will permit denitro- 
genation and allow a sufficient but safe concentra- 
tion of nitrous oxide to be attained in the patient's 
system. A continuous slow drip of 0.2% solution of 
succinylcholine, set at 8 to 10 drops per minute, is 
begun. This is used to prevent the initiation of pos- 
sible dangerous reflex cardiac arrhythmias from the 
operative manipulations inside the chest, but in 
such minimal doses it is inadequate to produce 
total neuromuscular block. 

The patient is then placed in position for the pro- 
posed operative procedure. During the usual sterile 
preparation and draping, the patient is tested as to 
the degree of analgesia attained. The concentration 
of nitrous oxide is then varied between 0 and 67% 
for maintenance of complete analgesia without true 
hypnosis. Several doses of meperidine, 1% solution, 
are administered intermittently to fortify the state 
of analgesia provided by nitrous oxide. The nitrous 
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oxide and meperidine are continuously titrated to 
maintain the desired type of analgesia. Prior to sur- 
gery an intravenous 16-gauge needle is placed for 
blood replacement. 

When the pleura is incised and after the rib 
retractor is in place, 10 cc. of a 1% solution of 
lidocaine is infiltrated into the hilum of the lung on 
the operative side to eliminate bucking on the en- 
dotracheal tube consequent to surgical manipula- 
tion and compression of the lung. Electrocardio- 
graphic recordings are made throughout the sur- 
gical procedure with a Cambridge operating room 
cardioscope or a direct writer. Blood pressure and 
pulse rate are also monitored carefully. Adequate 
measurement of blood loss and replacement is as- 
signed to the operating room circulating nurse 
under the supervision of the anesthesiologist. 

Through the surgical procedure, the patient is 
questioned intermittently as to his perception of 
pain and comfort. The patient’s ability to think is 
tested by means of simple commands and ques- 
tions, and his ability to hear is determined by 
spoken voice. When there is only partial analgesia, 
the patient clinches his fingers tightly or grimaces, 
moves on painful stimulation, and indicates on 
questioning that pain is present. The control of 
these undesirable signs and symptoms of inade- 
quate analgesia through the use of relaxants is 
illogical. Instead, we believe it is more rational to 
increase the safe concentration of nitrous oxide 
and/or administer meperidine in order to obtain 
total analgesia. When there is hypotension con- 
comitant with partial analgesia, we prefer to in- 
crease the concentration of nitrous oxide; when 
partial analgesia is not accompanied by hypoten- 
sion, it is preferable to give additional increments 
of meperidine, since it has a less hypnotic effect 
than nitrous oxide. 

Postoperatively, the patients were totally amnesic 
for the events during the entire operative period, 
including the state of partial analgesia. In general, 
the postoperative course was short, uneventful, and 
relatively free of significant complications. The 
thoracotomy drainage was usually removed on the 
second postoperative day and the patient was 
ambulant on the same day. 


Results 


The types of operative procedures carried out in 
this series, with use of this particular analgesic 
technique, were as follows: mitral valvuloplasty or 
valvulotomy (77), Beck 1 operation (1), repair of 
mitral insufficiency (2), pericardiectomy (2), Huf- 
nagel’s operation for aortic insufficiency (1), aortic 
commissurotomy (heart-lung bypass) (2), repair of 
infundibular pulmonary stenosis (heart-lung by- 
pass) (1), Pott’s anastomosis (1), repair of coarcta- 
tion of aorta (2), ligation of patent ductus arterio- 
sus (1), transthoracic exophagectomy and esophago- 
gastrostomy (3), repair of coarctation of aorta and 
ligation of patent ductus arteriosus (1), revision of 
esophagojejunostomy (1), right middle lobectomy 
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(1), excision of multiple lymphatic mediastinal cysts 
(1), exploratory thoracotomy and pleural biopsy (1), 
and second stage thoracoplasty (2). 

There were 62 women and 38 men; the ages 
ranged from 4 to 84 years, with an average of 35.38 
years. Weights ranged from 38 to 197 Ib. (17.2 to 
89.4 kg.), with an average of 121.66 lb. (55 kg.). 
The physical status of these patients (according to 
the American Society of Anesthesiologists’ classifi- 
cation) was between classes 3 and 4. 

In order to present a better evaluation of the 
statistical analysis of our results, we have divided 
the cases into two groups: (1) operations done on 
patients for mitral stenosis and (2) operations done 
on patients for other than mitral stenosis. The dif- 
ferent factors taken into consideration are as fol- 
lows: (1) adequacy of preoperative sedation, (2) ef- 
fect of preoperative medication on blood pressure 
and pulse rate, (3) amount of thiamylal (2%) used, 
(4) amount of meperidine (1%) administered, (5) 
amount of succinylcholine (0.2%) given, and (6) du- 
ration of anesthesia. 

Only 6% of the patients in both groups (5 of 77 
patients in the mitral group and 1 of 22 in the non- 
mitral) had inadequate sedation from the preoper- 
ative medication. After the administration of the 
preoperative medication, the average decrease in 
systolic blood pressure was 10.5 mm. Hg in both 
groups (in 56 and 17 patients, respectively, with 
average increases of 8.09 in 16 patients and 13.3 
mm. Hg in 3, and no change in 5 and 3 patients). 
The average increase in pulse rate was 8.08 per 
minute in the mitral group and 7.2 per minute in 
the nonmitral group (in 35 and 14 patients, respec- 
tively, with average decreases of 12.8 in 36 patients 
and 9.02 in 9, and no change in 6 and 0). The aver- 
age total amount of thiamylal (2%) given per pa- 
tient was 126.6 mg. (range, 40-300 mg.) in the 
mitral group and 126.8 mg. (range, 40-280 mg.) in 
patients without mitral stenosis. In regard to suc- 
cinylcholine (0.2%), the average amount adminis- 
tered to the two groups was 334.3 mg. (range, 80- 
900 mg.) and 473.2 mg. (range, 80-1,000 mg.) 
respectively. The average anesthesia time for the 
mitral group was 158.44 minutes (range, 100-345) 
and 293.26 minutes (range, 155-470) for the non- 
mitral group. The average weight of the mitral pa- 
tients was 120.98 Ib. (54.9 kg.) and 123.91 Tb. (56.3 
kg.) for the patients without mitral disease. The 
average amount of meperidine administered was 
0.51 mg. per kilogram of body weight per hour, 
and the average amount of succinylcholine given 
was 1.8 mg. per kilogram of body weight per hour 
in the mitral group of patients; in the nonmitral 
group, the average amount of meperidine adminis- 
tered was 0.61 mg. and of succinylcholine, 1.7 mg. 

Morbidity —As expected, our patients did rela- 
tively well with this particular type of analgesic 
technique. Most of them maintained their vital 
signs within the normal limits. Patients with short 
periods of marked sinus bradycardia were treated 
adequately with atropine, 0.3 mg. Also some pa- 
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tients had short periods of moderate hypertension 
and tachycardia from partial analgesia. They re- 
sponded satisfactorily to additional increments of 
meperidine and/or increased safe concentrations of 
nitrous oxide. Patients with severe episodes of hem- 
orrhage, enough to produce moderate to severe 
hypotension, responded adequately to blood re- 
placement. 

In one patient, a saddle embolus and a cerebral 
embolization occurred during an_ intra-auricular 
manipulation of the mitral valve. This patient failed 
to regain consciousness immediately at the termi- 
nation of surgery, and bilateral stellate ganglion 
blocks were carried out on two occasions post- 
operatively. At the time of discharge from the hos- 
pital, this patient was ambulant but still exhibited 
signs of residual moderate left-sided hemiplegia. 
Another patient developed a saddle embolus during 
the intracardiac exploration and manipulation. The 
embolus was removed surgically immediately after 
the mitral procedure, and the patient proceeded to 
do well postoperatively. 

One patient developed a short episode of marked 
hypertension and paroxysmal auricular tachycardia 
during the induction of analgesia. This patient had 
been extremely apprehensive prior to surgery, and, 
on his arrival in the induction room, it was noted 
that the preoperative medication effect was inade- 
quate. Consequently, there was need for a dose of 
thiamylal, meperidine, and nitrous oxide greater 
than usual to produce and maintain the desired 
state of analgesia. 

Mortality.—The over-all mortality in the series 
was as follows: Of the five patients in the mitral 
group who died, three died during the operation 
from severe, uncontrollable hemorrhage due to the 
markedly calcific and fragile atrial tissues and one 
died from ventricular fibrillation during multiple 
prolonged manipulations of the mitral valve. Au- 
topsy findings in this patient revealed marked 
coronary arteriosclerosis, recent coronary thrombo- 
sis, and myocardial infarction. The last patient died 
suddenly 18 hours after operation from myocardial 
failure; an antemortem occluding thrombus, extend- 
ing from the left ventricle into the aorta, was found 
at the postmortem examination. 

An autopsy on the patient in whom mitral com- 
missurotomy and reconstruction of an anomalous 
pulmonary venous drainage was performed dis- 
closed chronic rheumatic mitral and aortic valvulitis 
with severe mitral and moderately severe aortic 
stenosis. Also, a nonfunctioning left superior pul- 
monary vein which was previously resected from 
the left subclavian vein and anastomosed into the 
left atrium was revealed. This patient finally died 
during the early postoperative period from severe 
uncontrollable pulmonary edema, primarily in the 
left lung. 

The other two deaths occurred in patients who 
had had aortic commissurotomy. Ventricular fibril- 
lation developed during the heart-lung bypass. 
Autopsy findings in both revealed severe calcific 
aortic stenosis with marked coronary and myo- 
cardial degenerative changes. 
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The six patients who died during operation were 
doing well with our particular analgesic technique 
until the occurrence of the tragic precipitating 
episodes. All patients who survived the surgery and 
anesthesia, except the one who developed saddle 
embolus and cerebral embolism, and including the 
two who died in the early postoperative period, 
were completely awake and coherent immediately 
at the conclusion of surgery. All answered ques- 
tions coherently and cooperated enough to cough 
when asked to do so and for hyperventilation to 
be achieved. 
Comment 

In the management of any anesthetic procedure, 
the preparation of the patient must be the first 
consideration. In our experience, we have found 
the friendly and informal approach to the patient 
to be the most humane, especially when one is 
dealing with a poor-risk patient. Most of these 
patients were fully cognizant of their precarious 
condition before they elected to undergo an opera- 
tive procedure. We found them, as a group, to be 
extremely anxious and apprehensive during the first 
visit. By approaching them with confidence and 
sympathy and, in addition, providing them with 
detailed information of the anesthetic care, we 
relieved most of these patients of their anxiety and 
fear. Several of them commented that the pre- 
operative visit alone, even before premedication 
was administered, completely changed their ap- 
prehensive attitude toward the approaching opera- 
tion. On arrival in the operating suite, most of them 
were sufficiently drowsy to be emotionally calm and 
yet coherent enough to respond to questioning. 

We also noted, much to our surprise, that many 
of the patients in this series who had previous 
experience with diethyl ether anesthesia were more 
concerned with the anesthetic agent to be ad- 
ministered than with the operation itself. The re- 
quest by the patient to “use any anesthetic agent 
other than ether” was frequently heard. This is 
another reason why we thought of introducing 
another technique which was similarly safe but 
agreeable to most patients in general. 

Pentobarbital sodium is used as part of the pre- 
operative medication for its known sedative and 
somnifacient effects. Ordinary hypnotic doses have 
no significant untoward effects on the vital func- 
tions of the body. Morphine is used for the additive 
sedation it contributes to pentobarbital, for the 
euphoria it produces secondary to the relief of 
worry and anxiety, and for its depressant action on 
the metabolic rate. 

Although we are aware of its depressant action on 
respiration, we believe that its concomitant de- 
pressant effect on the rate of metabolism lessens 
to some degree its full depressant action on respira- 
tion when used in moderate doses. Again, when 
morphine is used in the dosage range we prescribe 
for our patients, it has little effect on blood pressure 
and heart rate or rhythm. The average fall in blood 
pressure in this series after this type of premedica- 
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tion was 10.5 mm. Hg—which we do not consider 
as very significant. We ascribed this change in 
blood pressure as secondary to the sedation and 
lessened physical activity of the patient. 

Some anesthetists believe the additive effects of 
pentobarbital and morphine on the hemodynamics, 
even in the doses we used and especially to patients 
with mitral stenosis, may produce adverse results. 
However, applying the student’s T-test and taking 
the usual 95% confidence level, we were allowed 
ranges of systolic blood pressure before administra- 
tion of premedication of 105.999 to 123.845 mm. Hg 
for the mitral group and 110.449 to 134.595 mm. 
Hg for the nonmitral group. Therefore, the mean 
systolic blood pressures of 106.5 mm. Hg and 
122.522 mm. Hg in both groups, respectively, which 
we obtained after the administration of the pre- 
operative medication are within the allowable 
ranges, and hence the decreases in the systolic 
blood pressures are not significant. 

Scopolamine is selected in preference to atropine 
because of its sedative, amnesic, and greater drying 
effects; it has also less cardiac vagolytic action than 
atropine. Adequate dryness was present in all pa- 
tients on arrival to the operating suite, and this 
was reasonably maintained during the rest of the 
operative procedure. The average increases in pulse 
rate from the readings taken in the ward previous 
to the administration of the belladonna drug were 
8.08 per minute in the mitral group and 7.2 per 
minute in the nonmitral group. These increases are 
not considered as significant to precipitate undesir- 
able ventricular tachycardia. 

Again, according to a few anesthetists, any effec- 
tive drying dose of a belladonna drug may produce 
untoward response to cardiac rate and rhythm in 
the form of ventricular tachycardia which may lead 
to fatal ventricular fibrillation in patients with 
mitral stenosis. However, applying again the stu- 
dent’s T-test and considering the usual 95% con- 
fidence level, we were allowed ranges of pulse rate 
before administration of scopolamine of 70.790 to 
89.834 per minute for the mitral group of patients 
and 73.515 to 89.615 per minute for the nonmitral 
group. Therefore, the mean pulse rates of 83.1 and 
89 per minute in both groups, respectively, which 
we obtained after the scopolamine was given are 
within the allowable ranges, and, hence, the in- 
creases in pulse rates are not significant. Not only 
were these decreases in systolic blood pressure and 
the increases in pulse rate statistically insignificant 
but also there were a fair number of cases in which 
increases in systolic blood pressure and decreases 
in pulse rate were obtained instead. 

Cocaine (10%) is our drug of choice for topical 
anesthesia of the tracheobronchial tree because of 
its high potency ard longer duration of action. On 
the other hand, in a relatively greater vascular 
area, such as the hilum of the lung, we prefer 
lidocaine (1%) for infiltration because of its greater 
penetrability and lower potency in case of inadvert- 
ent intravascular injection. 
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Nitrous oxide in safe concentration may be con- 
sidered as the safest and the most innocuous anes- 
thetic gas in clinical use at the present time. It 
does not possess any untoward effects to tissues and 
vital function when used in the absence of anoxia. 
It is nonirritating, nonexplosive, and, in subanes- 
thetic concentrations, definitely analgesic. The 
optimal concentration of the gas for analgesia 
without loss of consciousness is 35 to 40 vol. %.° 
However, because of its relatively low anesthetic 
potency and when used for major surgical pro- 
cedures, it usually necessitates supplementation by 
another analgesic agent. In this case, we prefer to 
use meperidine in intermittent small doses admin- 
istered intravenously. Like morphine, meperidine 
produces euphoria secondary to its analgesic action. 
Although it also exhibits sedation, like morphine, the 
ratio of its analgesic to hypnotic potency is greater 
than that of morphine in equivalent doses. Because 
of its depressant effect on respiration, it requires 
manual control of the patient's ventilation. With 
our method of administration of meperidine in 
these patients, we have noted no significant un- 
toward effects on the cardiovascular system. Mild 
atropine-like action on the secretory glands of the 
tracheobronchial tree, on the heart, and on the 
bronchial musculature are other minor advantages 
of meperidine which may be worthy of mention. 

There need not be any particular preference for 
the use of thiamylal (2%); another thiobarbiturate 
derivative, such as thiopental (Pentothal) sodium, 
may be administered just as well for temporary 
hypnotic induction to afford additional sedation 
during the actual visualization of the glottis and 
the insertion of the endotracheal tube. Because of 
the ultrashort effect and the relatively small amount 
of thiamylal used, recovery from the temporary 
hypnosis is rapid and in a few minutes the patient 
is able to communicate with the anesthetists. It is 
interesting to note that the average amounts of 2% 
solution of thiamylal used for induction in_ this 
series were almost identical in both groups. This 
may be explained on the basis that the average 
weight of patiénts in the two groups did not vary 
appreciably. 

Particular preference is given to succinylcholine, 
a depolarizing relaxant drug, because of its short 
duration of action and its easy controllability of 
administration. The 2% concentration of 40 mg. is 
used for the endotracheal intubation in this series, 
although the 0.2% concentration, which is ad- 
ministered by the controlled drip during the surgi- 
cal procedure, might have just as well served the 
purpose. As was mentioned earlier, in our technique 
we maintain the succinylcholine drip at the rate of 
8 to 10 drops per minute to prevent the initiation 
.of possible undesirable reflex cardiac arrhythmias 
‘from operative manipulations inside the chest.” 

This concept was upheld in this series by the 
rate occurrence of dangerous cardiac arrhythmias, 
except in the one patient who developed a sudden 
ventricular fibrillation during relatively prolonged 
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and multiple manipulations of the mitral valve. This 
particular patient had chronic hypertension to start 
with, and autopsy findings revealed coronary and 
myocardial pathology. 

Inasmuch as we did not obtain continuous elec- 
troencephalographic tracings in all patients during 
the operation, to determine and maintain a steady 
state of adequate analgesia we depended on the 
patient's responses to painful stimulation either by 
spontaneous responsive means or by interrogations. 
On rare occasions, some patients suddenly moved 
sufficiently on the operating table to disturb the op- 
erating conditions, either from inadequate analgesia 
or from mere restlessness. In this situation, the rate 
of the succinylcholine drip was increased tempor- 
arily until enough time was allowed for the addi- 
tional dose of meperidine and/or increased safe 
concentration of nitrous oxide to put the patient 
back into an adequate analgesic state. However, to 
maintain apparent analgesia with a potent relaxant, 
such as succinylcholine, is certainly unfair to the 
relaxed, helpless patient. We do not believe that 
a safe concentration of nitrous oxide alone is potent 
enough to offer the patient sufficient analgesia in 
major surgical procedures. 

On a few occasions, we tried to maintain and 
control analgesia in some patients with just the 
maximum safe concentration of nitrous oxide and 
continuous succinylcholine drip. These patients 
showed freedom of response from painful stimuli 
as long as the dose of succinylcholine drip was 
sufficient to keep them on the operating table, but, 
as soon as the rate of the succinylcholine drip was 
decreased to the point where these patients could 
manifest the inadequacy of nitrous oxide alone in 
providing sufficient degree of analgesia, control 
from their dissenting movements would be difficult. 
The slight to moderate differences in the average 
total amounts of meperidine and succinylcholine 
given between the two groups may be a function 
of duration of anesthesia rather than the patient's 
physical status. 

We prefer the manual controlled type of respira- 
tion for our patients because we feel that we can 
provide more adequate ventilation. Subjectively, by 
the feel of the bag, we can ascertain to some de- 
gree whether the patient is about to take over his 
own respiration. Objectively, we can vary the intra- 
pulmonary pressure from the degree of expansion 
of the lung. Furthermore, our surgeons prefer this 
type of ventilation since they have been used to 
working with satisfaction under these conditions. In 
case there is any sign of spontaneous respiration by 
the patient, we prefer to control the ventilation by 
physiological means instead of resorting to ad- 
ministration of drugs. The routine hilar infiltration 
of a local anesthetic immediately on entrance of the 
chest cavity proves very satisfying to us in the 
prevention and management of “bucking” during 
manipulation of the lung. This particular type of 
infiltration may be repeated once or twice during 
the whole operative procedure without detriment 
to the patient. 
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It has been recognized for a number of years that 
the experimental animal, when awake, will tolerate 
about twice the amount of hemorrhage that it will 
when anesthetized.* This was proved to be true in 
a fair number of our patients, who, because of the 
marked fragility of their calcified atrial tissue, had 
episodes of severe blood loss and were still able to 
regain their relatively normal homeostatic state 
after adequate blood replacement. 

It is also a well-established clinical thesis that 
shock or functional impairment of the circulation 
will often be induced in borderline patients by 
general anesthesia, particularly during prolonged 
procedures. These observations tend to denote that 
general anesthesia exerts an untoward influence on 
the peripheral vascular bed, on the heart, and on 
the circulating blood volume, all of which may be 
implicated in the pathogenesis of shock. Moreover, 
these effects become more profound and deleterious 
as the depth of narcosis increases.” There are still 
a few anesthetists who believe that surgical trauma, 
if severe and prolonged enough, will produce the 
syndrome of shock unless adequate interruption of 
the noxious stimuli elicited is instituted by admin- 
istration of regional anesthetics or by induction of 
deep general anesthesia.'® However, there is little 
evidence to support such a concept, and clinical 
impressions indicate that noxious surgical stimuli 
in light planes of anesthesia, more so in the anal- 
gesic stage, do not necessarily contribute to the 
syndrome of shock. 

In the eight deaths in this series, we did not find 
any direct cause and effect relationship between 
mortality and analgesia. The analgesic state permits 
activity of reflexes which are advantageous to the 
patient and which help him maintain his physiologi- 
cal equilibrium. The patient’s responses to stress 
of several kinds, such as anoxia, hypercapnia, 
trauma, and blood loss, would be optimal. Such 
protective reflex mechanisms are depressed in direct 
proportion to the depth of anesthesia. The most 
probable explanation of the protection might be 
due to the state of delicate balance of the auto- 
nomic nervous system during the analgesic state 
and that a balanced autonomic nervous system is 
related to cortical control. With the establishment 
of surgical anesthesia and its concomitant cerebral 
depression, one part of the autonomic nervous 
system becomes preponderant over the other and 
deleterious reflex activity results from this im- 
balance.* From such consideration has emerged 
the concept that the anesthetist will serve the pa- 
tient best in his efforts to overcome the strains and 
stress which are incident to surgical interference 
by not overloading with a potentially toxic anes- 
thetic agent. To emphasize the theory of Selye,"’ 
the anesthetist can aid the general adaptation syn- 
drome of the patient by allowing him as full use 
as possible of his normal physiologic protective 
mechanisms. With this idea in mind, it would ap- 
pear that the present trend of using small amounts 
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of several agents judiciously, each to accomplish its 
own purpose, and each interfering with the normal 
physiologic processes to a minor degree, would tend 
to permit the patient to make use of his defenses to 
the maximum advantage against the surgical insult 
to which he is exposed. 


Summary and Conclusions 


A new method of analgesic technique for the 
poor-risk patient undergoing thoracic surgery was 
tested in 100 patients. The analgesic state affords 
protection to the patient against disturbances of 
the physiological balance and the effects of the 
surgical trauma. Although this method of anesthetic 
management may appear complex, it provides and 
maintains conditions which are not possible with 
simpler approaches. The merits of this particular 
analgesic technique may be listed as follows: 1. 
The anesthetic agent and supplemental drugs used 
are almost universally acceptable to all patients. 
2. There is minimal disturbance of physiologic 
mechanisms. 3. A relatively wider margin of safety 
for the patient and optimal working conditions for 
the surgeons are provided. 4. There is a relatively 
shorter and uneventful postoperative course. 

The eventual acceptance of this technique by the 
competent and capable anesthesiologist can only be 
realized through an open-minded evaluation. How- 
ever, we would like to emphasize that this par- 
ticular technique is not for the novice whose 
knowledge and training in anesthetic management 
may be considered as inadequate. 


1313 E. Ann St. (Dr. Sweet). 
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Due to the role played by publicity and adver- 
tising in modern life, the medical profession has 
inadvertently come to be used to further many 
commercial products and even quasimedical ideas. 
This and other factors have made the need for a 
better understanding of the medical sciences by the 
public more essential than ever. Toward this end 
several attempts have been made in many geo- 
graphically dissimilar areas to hold “health forums,” 
but most of these were sponsored by newspapers— 
not by the medical profession. Newspaper and 
magazine coverage is and always will be essential 
to the success of any public program in health, but 
their role should not become that of the sponsor. 
The medical profession should remain the sponsor, 
and on this basic premise the Rochester (N. Y.) 
Health Forum was founded. 

Six years ago it was our privilege to be assigned 
by the Rochester Academy of Medicine and the 
Monroe County Medical Society to the task of es- 
tablishing a public health forum for the dissemina- 
tion of medical knowledge by local members of the 
medical profession to the regional public. During 
these six years, the chairmanship of the governing 
committee has changed to include several physi- 
cians and over 35 television programs have been 
presented. This continuing success warrants a re- 
view of the evolution of this program. 


First Phases 


In the formation of the Rochester Health Forum, 
the successful public health forums held in Atlanta, 
Ga., Dade County, Florida, Detroit, and Buffalo 
were studied. They seemed to possess one common 
weakness; each required the public to come to the 
profession. At this time (one year prior to the 
founding of the Rochester Health Forum) a public 
meeting, “Gamma Globulin and Poliomyelitis,” was 
held in the auditorium of the Rochester Academy 
of Medicine at the height of the subject's emotional 
appeal to the public. The panel was composed of 
individuals popular in medical, civic, and political 
endeavors. The publicity was excellent. The attend- 
ance was most discouraging. 

As its first program, the Rochester Health Forum 
again dealt with the subject of poliomyelitis at the 
inception of the vaccine program and at the peak 
of incidence not only of the disease but also of the 
fear. Yet, even with excellent news coverage and 
publicity, the employment of a locally popular 
radio, television, and newspaper figure as moder- 
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For success in establishing a public health 
forum it is not enough to choose timely sub- 
jects, engage competent speakers, and secure 
excellent publicity. Data show that the public 
wants to hear about medicine from the medi- 
cal profession and that the profession can 
retain control of publicity, provide subjects 
and personnel for the program, and remain 
the sponsor while holding the financial outlay 
to a minimum. The panel type of program here 
described was the most successful and easiest 
to prepare. The participants appeared on 
television cognizant of their subject, and tape 
recordings of the rehearsals enabled each to 
hear the full effect of his own role as well as 
that of the program as a whole. Experience 
makes it possible to adapt the program fo 
local conditions, and this endeavor can be 
rewarding alike to the public, the profession, 
and the individual participants. 


ator, and the use of a central auditorium, a very 
small audience appeared. A second public presen- 
tation was presented that same year with the co- 
operation of a large local chapter of a national 
labor union—one of the few meetings between 
medicine and labor which have dealt purely with 
the professional aspects of a medical subject. The 
subject was “Cancer.” Weeks of preparation, in- 
cluding advance publicity and questionnaires, gave 
the panel an audience of 900 persons. But such an 
approach is not applicable to many groups or lo- 
cales. At the outset, therefore, it became apparent 
that the public relations of the medical profession 
would need to invade more aggressively the public 
media—in this age it centers around television. It 
was not intended that these forums should replace 
the constant necessity of physicians availing them- 
selves of all manner of opportunity to present the 
profession to such small groups as parent-teachers 
associations and service clubs. These personal ap- 
pearances remain as essential as at any former time. 

The Federal Communications Commission, in 
licensing television stations, subjects the applicants 
to a thorough and cautious investigation to insure 
that the licensee will serve the public interest, con- 
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venience, and necessity. Thus, a certain percentage 
of television time comes to be given to “public 
service” programs. With this in mind, WVET-TV, 
a local station, was approached on the possibility of 
obtaining “free” television time. They were and 
have remained most cooperative. Thus, the audi- 
ence, as judged by audience rating surveys, rose 
rapidly to viewers of over 50,000 television sets. 
One survey showed that the television program of 
the Rochester Health Forum had a greater audi- 
ence than President Dwight D. Eisenhower at the 
height of his 1955 campaign. This is cited simply to 
show that the public wants to hear about medicine 
from the profession. The financial outlay by the 
medical societies concerned was held to a minimum, 
and the profession retained control of its publicity. 

Thus, the medical profession assumed the offen- 
sive in television, and concurrently the television 
station discovered that this type of program had 
audience appeal. A successful joint effort was 
launched and a smooth working team developed, 
capable of putting on monthly television shows of 
good caliber for eight consecutive months each 
year (no shows are given during the summer 
months ). The publicity personnel of the television 
station proposed the title “House Call” for the 
monthly one-half hour television programs. The 
medical profession continued to provide the sub- 
jects and personnel for the program. The television 
station provided the necessary artistry, audiovisual 


aids, and managerial personnel, while allowing the 
medical profession to retain directive authority. 


The Panel Presentation 


In the first years, many different types of presen- 
tation were attempted. The most successful and 
easiest to prepare proved to be the panel type. The 
moderator of the panel may be a physician or a lay 
person, but he must be carefully chosen, since it is 
he who must unite the speakers into a coordinated 
presentation and keep the tempo of the show mov- 
ing at a pace appealing to the viewers. The number 
of speakers best managed is four, which allows 
each speaker ample time to cover his phase of the 
subject. A few minutes is used for formal presenta- 
tion of his subject (about one-half the allotted 
video time), followed by a question and answer 
period during which the speaker amplifies this sub- 
ject. This latter period continues even during the 
“sign off,” avoiding the awkward and time-consum- 
ing preparations necessary for a perfectly timed 
poignant end. Thus, the subject matter, rather than 
the mode of presentation, can be rehearsed. 

During the developmental phase of the Rochester 
Health Forum, questions on the subject to be pre- 
sented were solicited from several sources and 
presented to the panel in various manners. After 
these experiments, it was decided that physicians 
aware of the questions asked of them on the subject 
presented could instruct the moderator to ask the 
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panel these several obvious questions. It is impor- 
tant, though incidental, and significant that the 
Rochester Health Forum has continued to solicit 
questions from any and all sources, whether the 
program be public or televized. At no time has the 
profession regretted this pledge or been embar- 
rassed by the assumption of such a task. 

Whatever the choice of the program personnel, it 
is important that they appear on_ television 
cognizant of their subject and its presentation. 
Sufficient advance notice must be given so rehears- 
als can be adequate not only for each physician but 
for the group as well. The Rochester Health Forum 
found it helpful to tape record rehearsals in order 
tor one to hear the full effect of one’s own role as 
well as that of the program as a whole. In these 
past six years, the Rochester Health Forum has 
utilized the services of over 100 physicians in the 
programs, distributing the load of public relations 
over the members of the profession. 


Subject Matter 


Any subject, or any phase of a subject, can be 
dealt with. The point or “message” of each show 
must be simply stated and clearly presented. For 
instance, with a program on congenital heart dis- 
ease one could make a great many points—and yet 
by examples the message of one particular pro- 
gram was that some, not all, persons with congeni- 
tal cardiac disease have correctable defects and that 
your physician is the one to help you decide. It is 
important to stress “your physician” and to censor 
the program so that one does not commit the pro- 
fession as a whole to a course of action given by 
one physician-speaker. 

One can maintain clear differences of opinion on 
a subject, and one can truly say what medicine 
does and does not know. One need not be a con- 
stant optimist. Over the years many letters have 
been received commending the Rochester Health 
Forum on the manner in which the truth about 
medicine has been presented. 

Also, one can implant many incidental ideas into 
the audience, i. e., the role of the hospital interns 
and residents in modern medicine. One oft- 
quoted comment during the television show on 
“Childbirth” demonstrates this point. One of the 
panelists, while speaking of the role of the intern, 
said: “Remember the intern who assists me today 
may deliver your daughter tomorrow.” 

This is true good public relations. As a matter of 
fact, to lighten one year’s program the Women’s 
Auxiliaries of the Monroe County Medical Society 
and the Rochester Academy of Medicine were al- 
lowed to put on a Christmas show. This met with 
considerable success. It also pointed up the impor- 
tant role played by the wife and family in every 
physician’s life. 

Health forums cannot be commercially spon- 
sored. All physicians are aware of the poor showing 
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a now defunct television program gave the profes- 


sion between the “commercials.” The sponsor of 
health forums must remain the medical profession. 


Comment 


The Rochester Health Forum is run by a commit- 
tee small enough to be useful and vet sufficiently 
large to handle the several chores. The officers 
have had their tenure of office staggered so that 
some continuity to the over-all program can be 
maintained. The function of the committee is not 
only to produce the shows but also to insure ad- 
vance publicity and notices and to constantly ap- 
praise each show for its full effect on the audience 
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and the profession. To assist in the establishment 
of the Rochester Health Forum, we served as co- 
chairmen of the committee for three years. 

Each locale will have its own ground rules and 
modus operandi, but it is hoped that by setting 
forth this experience others might be encouraged 
to enter the field of public relations. This endeavor 
has proved to be rewarding to all individual phy- 
sician participants and valuable to the medical 
profession. Incidentally, the combined cost of this 
enterprise to both sponsoring societies is less than 
$1 per physician per year. 


26 S. Goodman St. (7) (Dr. Townsend). 
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In 1952, a scoring system was devised to evaluate 
the condition of infants born at the Sloane Hospital 
for Women.’ Its use has increased yearly in various 
clinics. This report will discuss the incidence of the 
scores of 15,348 infants, the corresponding death 
rates, the relation to biochemical studies, and con- 
siderations for improving the system. The adoption 
of this method by the Collaborative Study of Cere- 
bral Palsy has resulted in valuable criticism from 
other clinics using it for the first time. 

The incidence of scores, in all types of deliveries, 
does not vary significantly from that found in two 
previous reviews’ (fig. 1, top). Approximately 6% 
of the infants were severely depressed, 24% moder- 
ately so, and 70% were in excellent condition. The 
incidence in the three major types of deliveries, 
vaginal vertex, cesarean section, and breech, varies 
greatly (fig. 2). Over 20% of infants delivered by 
breech presentation fall in the severely depressed 
group, while only 12% of those by cesarean section 
and 3% of those by vaginal vertex delivery score 
0, 1, or 2 

The over-all death rates were the same as with 
a smaller number of patients (fig. 1, bottom); 15% 
of groups 0, 1, and 2 died. When subdivided ac- 
cording to type of delivery (vaginal vertex, 1.4%; 
cesarean section, 3.8%; breech, 13.3%), breech de- 
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The condition of each newborn infant was 
expressed by a score, the sum of five numbers 
obtained within 60 seconds after complete 
birth. The numbers were determined by ob- 
jective observations of heart rate, promptness 
and vigor of the first respiratory efforts, and 
reflex response to certain stimuli, muscle tone, 
and color. The highest possible score was 10, 
representing the optimum condition of the in- 
fant. The predictive value of such scores is 
here established by a study of the scores of 
15,348 infants, for the death rate among in- 
fants scoring 2, 1, or O was 15%, while that 
for infants scoring 10 was 0.13%. The score 
was found to be a measure of the relative 
handicaps suffered by infants born prema- 
turely, delivered spontaneously at term, deliv- 
ered by cesarean section, or subjected to 
other obstetrical and anesthetic hazards. The 
lower scores were generally associated with 
chemical findings characteristic of asphyxia 
in the blood obtained by umbilical catheter- 
ization. The score was especially useful in 
judging the need for resuscitative measures, 
such as respiratory assistance. 


liveries showed the highest mortality (fig. 3). This 
is directly related to prematurity. While 35% of the 
infants delivered by breech presentation at Sloane 
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Hospital were between 500 and 2,500 Gm. (1 to 
5.5 Ib.), 90% of the deaths were in premature in- 
fants. 

Since the majority of neonatal deaths occur in 
premature infants, it was thought wise to examine 
the scoring system with special emphasis on this 
group. The following graphs show that the in- 
cidence and the death rates of the various scores 
follow a pattern similar to the entire group (fig. 4). 
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Fig. 1.—Distribution of scores in evaluation of newborn 
infants in all types of deliveries (top) and in evaluation of 
newborn infants and neonatal deaths in vaginal vertex de- 
livery and cesarean section (bottom). 


The scoring system has been used as a guide to 
the need for resuscitation. Since the death rates 
dropped quite sharply after a score of 4 in the 
preliminary study, we have used a score of 4 or 
less as an indication to assist ventilation. During 
the past two years, we have had an opportunity to 
check this clinical impression with biochemical 
studies immediately after birth and can relate the 
findings to the score.” Since the arterial blood of 
one-quarter of the vigorous infants was 10% satu- 
rated or less, it soon became evident that oxygen 
values alone had no relation to the clinical condi- 
tion of the infant. However, no infant with good 
oxygen values in his arterial blood was depressed. 
If, in addition to hypoxia at birth, an elevated ten- 
sion of carbon dioxide, a low pH, and low buffer 
base value existed, the infant was severely depressed. 

After using umbilical arterial samples as a better 
reflection of the infant’s condition than umbilical 
vein blood, it was decided that blood obtained from 
inside the baby by umbilical catheterization gave 
the truest values. The methods used have been re- 
ported previously * and detailed chemical findings 
are the subject of another communication. In sum- 
mary, in almost every instance the pCO, in the 
aorta was higher than in the umbilical artery. Like- 
wise, the pH and the buffer base values were lower 
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in blood taken from within the infant. All these 
findings point to the rapid development of respira- 
tory and metabolic acidosis during and immediate- 
ly after birth.* Whether or not these conditions are 
detrimental to mental and metabolic development 
remains to be proved, but they can hardly be de- 
sirable. The findings stress the importance of 
prompt treatment by the simple process of ventila- 
tion. Intentional delay during the course of delivery 
is not to be condoned. 

With a few exceptions, the more asphyxic the 
blood values, the lower the score one minute after 
birth. Using the buffer base value as the measure 
of the duration of asphyxia, the value in infants 
with scores of 4 and lower was 29.3 mEq. per liter, 
while those with scores of 8, 9, and 10 were 36.6 
mEq. per liter. This is statistically significant 
(p <0.001) (fig. 5). 

The exceptions remain to be explained and in 
general are related to the type of anesthesia and 
medication administered. It has been shown pre- 
viously that the babies born after use of regional 
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anesthesia in the mother are more vigorous than 
after a general anesthesia, though skillfully ad- 
ministered.” The explanation probably depends on 
the action of general anesthetic agents in the 
presence of asphyxia. The drugs used for regional 
anesthesia may pass through the placenta but do 
not appear to augment the asphyxic depression of 
the infant. 
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Three patients with scores of 2 or 3 showed 
buffer base values well above the average. All three 
mothers were given anesthetics by inhalation. It is 
likely that their low scores were due to reversible 
drug depression, rather than deranged acid-base 
balance. 

Two other patients, with a score of 6, had buffer 
base values below the average for that score. One 
of these mothers received spinal anesthesia for 
delivery of a distressed infant with impacted 
shoulders. Eighteen minutes elapsed before sus- 
tained respiration. The other was a breech delivery 
of moderate difficulty, with cyclopropane as the 


anesthetic. 


30 13,248 SPONTANEOUS & FORCEPS DELIVERY 


NUMBER 35 2:19 299 322 387 S29 760 1406 3195-4019 2077 


OfATNS 9 35 19 7 10 1@ 16 2 
35 (582 CAESARIAN SECTIONS 
30 
25} 
iC 
a 

SCORE ‘ ' 2 3 4 5 6 7 8 9 10 
NUMBERS 69 60 49 58 S2 96 195 4435 397 134 
3 18 O 3 @2 3 2 4 3 4 *440°38% 


45 5/8 BREECH DELIVERIES 


10 


0 01/3. 3% 


5 6 ? 8 9 
2 3 2 2 


se 45 


3 ae 3 


Fig. 3.—Incidence of scores in evaluation of newborn in- 
fants and neonatal deaths in three major types of delivery. 


Practical Considerations in Using the 
Scoring System 


After a year’s trial with two individuals deciding 
on the score at various intervals after birth, it was 
decided that 60 seconds after the entire birth of 
the infant, irrespective of delivery of the placenta, 
represented the time of most severe depression 
after birth. In the Sioane Hospital the cord has 
been cut by this time, and the infant is in the hands 
of an individual other than the obstetrician. In many 
hospitals, such is not the case. Those obstetricians 
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who practice slow delivery and delayed clamping 
of the cord until pulsations of the umbilical artery 
cease still have the infant in the sterile field. How- 
ever, if the obstetrician is reminded of the passage 
of time by another observer, he may assign a score 
even though the cord is still attached. Two points 
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Fig. 4.—Distribution of scores in evaluation of 1,642 pre- 
mature infants (top) and of 214 neonatal deaths in prema- 
ture infants weighing 500 to 2,500 Gm. (1 to 5.5 Ib.) 
(bottom). 


are given for each of the following vital signs: 
color, respiration, muscular tone, nasal irritability, 
and heart rate. All infants with a score of 8, 9, or 
10 are vigorous and have breathed within seconds 
of delivery. In this group, scores of 8 or 9 reflect 
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Fig. 5.—Relation of buffer base values to scores in evalua- 
tion of aortic blood from 77 newborn infants. 


a lower score for color. The infants with a score 
of 4 or less are blue and limp and have failed to 
establish respiration by one minute. With increas- 
ing depression the last two vital signs, reflex irrita- 
bility and heart rate, disappear in that order. 
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After six years of experience, the method has 
been found simple to teach to any personnel regu- 
larly in the delivery room, whether obstetricians, 
anesthesiologists, pediatricians, medical students, 
or graduate or student nurses. Whoever has the 
baby directly in his care at one minute can best 
assign the score. When two or more people decide 
independently, we find a range of one value above 
or below a decided score to be the widest varia- 
tion. This occurs chiefly in the mildly depressed 
group, i. e., score 5, 6, 7. Variation is rare in in- 
fants with high or low scores. There is also less 
variation if the score is decided quickly. 

In clinics where delayed clamping of the cord 
is routine, the test for reflex irritability with nasal 
catheter is not satisfactory. Also, when the infant 
is crying lustily, a sneeze may not be seen. A brisk 
tangential slap of the soles of the feet has been 
found to be a simpler and more effective method 
of testing this response. A cry is given a value of 
2, a grimace or movement a value of 1, and no 


Method of Scoring in Evaluation of Newborn Infant® 


Seoret 
Sign 0 1 2 
Heart Absent Slow (<100) >100 
Respiratory effort .. Absent Weak ery: Good; 
hypoventila- strong cry 
tion 
Muscle tone ........ Limp Some flexion of Well 
extremities flexed 


Reflex irritability No response Some motion Cry 


(response of skin 
stimulation to feet) 
Blue: Body pink; Completely 
pale extremities pink 
blue 

* Evaluation 60 seconds after complete birth of infant (disregarding 
the cord and placenta). 

+ Score of 10 indicates infant in best possible condition. 


reaction, 0. Although the catheter may not be used 
to test reflex irritability, it is of value in the delivery 
room diagnosis to exclude atresia of the nose, 
esophagus, duodenum, jejunum, or rectum. 

All criteria are not of equal importance. With 
the introduction of the scoring system, it was felt 
that if each of the five criteria was weighted with 
a formula to give it proper significance, the system 
would become so complicated that it would not be 
used at all. Our first effort was to have the evalua- 
tion system used widely. Recently, after reports 
from individuals ° and from advisory board of the 
National Institute of Neurological Diseases and 
Blindness as to the relative value of the five criteria, 
there is no doubt that the first two, heart rate and 
respiratory effort, are much more important than 
the next two, muscle tone and reflex irritability. 
Color is of the least importance. There is no ob- 
jection whatsoever to revising the numerical situa- 
tion to provide more accuracy, but deviations from 
the original scoring system should be clearly stated 
in such reports. 
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Muscle tone evaluation is performed visually. 
The tonus of a well-flexed infant is as obvious as 
the absence in a completely flaccid one. Anything 
in between receives a value of 1, rather than 2 or 
0. With the recent fortunate increase in personnel 
in the delivery room, due to the National Institutes 
of Health program in 16 cooperating hospitals, 
objective measurements of muscle tone have been 
undertaken. To date, we are unfamiliar with the 
value of these detailed observations. 

Serial scoring is of value. Although we have no 
statistics to prove the clinical impression as yet, it 
appears that the longer a low score stays low, the 
worse the prognosis for survival. If a score of 0, 1, 2 
does not improve by 15 minutes, the prognosis is 
extremely grave. Only occasionally does a good 
score, such as 8, 9, 10, drop after one minute. This 
is almost always associated with enthusiastic efforts 
to aspirate the pharynx or to empty the stomach 
too soon. The cause is usually from the catheter tip 
touching the vocal cords, in a vigorous infant, and 
causing reflex laryngospasm. Other causes are 
respiratory obstruction or hypoventilation from 
drug depression. These complications are com- 
pletely preventable. 

A working plan for the scoring system is pre- 
sented below. The only changes from the original 
chart are the omission of the word “irregular” to 
describe respiration and the new method for testing 
reflex irritability. 

Summary 

The incidence of scores and death rates in the 
evaluation of 15,348 newborn infants at the Sloane 
Hospital for Women varies in the three major types 
of deliveries: vaginal vertex, cesarean section, and 
breech presentation. This method of evaluation is 
useful in analyzing premature infants. Biochemical 
evidence corroborates the value of this scoring 
system. The infant is evaluated according to color, 
respiration, muscular tone, irritability, and heart 
rate. 

622 W. 168th St. (32) (Dr. Apgar). 

This study was supported by a research grant from the 
National Institutes of Health, Public Health Service. 
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There is strong circumstantial evidence that the 
level of blood cholesterol is causally associated 
with the incidence and severity of atherosclerosis. 
The level in turn may be in part controlled by the 
quantity and quality of fat in the diet. While neither 
of these propositions has been proved,’ enough is 
known to suggest the value of wider spread experi- 
ments to determine their validity. 

The recent finding that the serum cholesterol 
level may be reduced by some unsaturated vege- 
table oils > makes such a test at least possible. Up 
to the present, use of these oils has largely been in 
formula diets * and not very palatable mixed diets.* 
Further, the experiment was almost by necessity 
short-term because the diets were not prepared for 
long use. 

While this is not the time for radical change in 
the diet of the public, most investigators would 
agree that a reduction in the amount of fat in the 
diet is desirable. There are, however, groups of 
patients that include those with family history of 
premature heart attacks, overt hyperlipemia, or 
both, in whom a special diet or, much better, a 
“wav of life” is a therapeutic necessity. The latter 
group has been our first concern, but with experi- 
ence gained it has become evident that the objec- 
tive of lowering the serum cholesterol level and 
avoiding obesity can be achieved with foods pre- 
pared in most cases quite as palatably as is current 
practice. 

Food Patterns 

Diet has become an unfortunate word. It means 
to most people weight reduction or a hospital diet, 
restrictive and unappetizing. The dictionary is 
kinder to the word: it comes from the Greek diaita, 
a manner of living. And so diet involves not only 
food but the attendant human values of conversa- 
tion, companionship, and aesthetic satisfaction. 
Tamper with a man’s food and vou tamper with 
the basic pattern of his life. 

It has been our hope that a way of life may be 
evolved which will slow the rate of development 
of atheroma with its attendant heart and brain dis- 
ease. To attempt this we realize that first we must 
think in terms of individuals before populations. 
The individual must be able and willing to follow 
the recommendations in his business and social life 
without making food the main concern of existence. 

An acceptable food pattern requires that foods 
be readily purchasable, easily prepared, suitable 
for the whole family, and adaptable to varied cul- 
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It is agreed that the reduction of the inci- 
dence and severity of atherosclerosis might 
depend, in part, on a reduction of the amount 
of animal fat in the national diet. Substitutes 
must be found for the foods that are to be 
avoided. The use of vegetable oils makes it 
possible to provide much the same kinds of 
food to which people are accustomed, and 
foods so prepared require no individual prep- 
aration for the patient since they are suitable 
for the whole family. This was demonstrated 
first by a 21-day test in four active young 
physicians and later by a study, continued for 
6 to 24 months, in 16 patients with atheroscle- 
rosis. The principal source of fat was a mixture 
of 94% cottonseed oil, 1.5% monostearin, 
1.5% distearin, and 3.0% tristearin. Data on 
serum cholesterol levels showed that the food 
pattern here described reduced the serum 
cholesterol levels in normal and in many hy- 
percholesteremic people. In some it was more 
effective than the low-fat diet. The food pat- 
tern is sufficiently developed to suggest its 
use ona larger scale. 


tural backgrounds. A simple prohibition of foods 
without the offer of something else as satisfying is 
futile. Witness the 6% rise in cigarette consumption 
after warnings against lung cancer and heart dis- 
ease. 

Serum cholesterol level may be reduced by two 
essentially different diets. One is the strict low-fat 
diet and the other is a diet containing a minimum 
of animal fat along with sufficient vegetable oil to 
provide a normal total fat intake. The low-choles- 
terol diet is essentially one low in animal fat and is 
not considered separately here. 

These two intrinsically different diets, unfortu- 
nately, are sometimes misinterpreted as being inter- 
changeable. The low-fat diet omits as much of all 
fats as possible from all food sources. It provides 
only 10 to 15% of the total calories as fat, most of 
which is animal fat (table 1). The vegetable oil 
diet is basically the low-fat diet with the addition 
of vegetable oils. This diet substitutes vegetable 
oil for most of the animal fat eaten in a normal 
diet. It is important to stress the substitution of one 
kind of fat for another. The addition of a few 
tablespoons of oil to a basically normal food pattern 
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in which 42% of the calories is animal fat (and hy- 
drogenated vegetable oil) will not lower the serum 
cholesterol level.° 

Low-Fat Diet.—Our version of the low-fat diet 
contains 30 Gm. of fat daily. This is mostly animal 
fat, and substantially all of it is eaten at one meal 
as suggested by Wilkinson.*® The low-fat diet elimi- 
nates fat—containing dairy products, table (butter 
and margarine) and cooking (lard and hydroge- 
nated shortenings) fats, egg yolks, and nuts. In- 
take of meat fat is reduced by avoiding pork and 
by use of lean beef instead and by frequent use of 
veal, poultry, and fish. By having the meat fat all 
in one meal, not only the catabolism of fat may be 
more complete but also the person is assured of 
one satisfying dinner each day. For the fat-free 
lunch, low-fat (less than 1 Gm. per serving) fish 
and poultry are suggested. Other practical sugges- 
tions include low-fat cookery, low-fat recipes, and 
lists of low-fat foods and meats. A list of meats, 
usually obtainable in restaurants, is included, which 


TaBLe 1.—Composition of Normal, Low-Fat, and Vegetable- 
Oil 2,000-Calorie Diets 


Type Diet 


Composition Normal Low-fat Vegetable-oil 


66 15 15 

15 


GOR. 235 363 225 


will provide no more than 5 Gm. of fat. Such recom- 
mendations have been collected in a low-fat cook- 
book, mimeographed and furnished to each patient. 

This low-fat diet has been followed successfully 
at home, at work, and at play. However, in spite of 
these suggestions, the diet tends to become monot- 
onous after a year or so. It is a diet in the unpleas- 
ant sense of the word because its variety is limited. 
There are currently few commercial food products 
which meet its requirements. The production of 
more such foods should be a challenge to the food 
industry. 

Vegetable Oil Food Pattern.—Addition of vege- 
table oil to the low-fat pattern makes possible greater 
variety and palatability. Our current vegetable oil 
pattern is composed of carbohydrate, 45% of the 
calories, protein 14%, and fat 41%. Seven per cent 
of the calories derive from meat and 34% from cot- 
tonseed oil. Thus, for example, a daily intake of 
2,000 calories consists of 225 Gm. of carbohydrate, 
70 Gm. of protein, and 90 Gm. of fat—meat provid- 
ing 15 Gm. of fat and vegetable oil 75 Gm. 

This pattern is similar to the food pattern fol- 
lowed by Americans, in which 85% of the fat is 
from animal and hydrogenated fats and 15% from 
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vegetable oils (table 1).’7 Vegetable oil replaces 
animal fat in this food pattern; 17% of the fat is of 
animal] and 83% of vegetable origin. 

One chemical characteristic of fats is measured 
by their iodine value, which indicates their degree 
of unsaturation. Animal fats, the popular hydro- 
genated shortenings, and tropical nut oils such as 
coconut oil and cocoa butter are relatively highly 
saturated and have low iodine values (10-80). Salad, 
nut, and seed oils contain a large proportion of 
unsaturated fatty acid, primarily linoleic, and have 
high iodine values (105-138). Some of the unsatu- 
rated fatty acids are essential to the proper nutri- 
tion of rats and other mammals. Linoleic acid is an 
“essential fatty acid” which is not synthesized by 
the body and must be supplied in the diet. 

The degree of saturation of an individual fat 
determines the effect on the serum cholesterol level 
when the fat is taken as the only source of dietary 
fat, as in so-called formula diets.“* Saturated fats 
with iodine values below 90, such as those present 
in dairy products, meats, eggs, margarines, and 
hydrogenated shortenings, tend to increase the 
serum cholesterol level; relatively unsaturated vege- 
table oils with iodine values above 90, rich in 
linoleic acid, tend to decrease the serum choles- 
terol level. When saturated and unsaturated fats 
occur together in the diet, the hypercholesteremic 
tendency of each gram of saturated fat can be 
counteracted by about 3 Gm. of unsaturated fat." 
Serum cholesterol level reduction occurs when the 
unsaturated fat supplies from 30 to 40% of the cal- 
ories in the diet.” But such oils have little effect 
when taken in addition to the usual amount of sat- 
urated fat present in normal American foods.” These 
facts have been determined by special “formula” 
diets or by carefully controlled diets of mixed food- 
stuffs. Valuable as they are in tests, such diets are 
unpalatable and impractical for common use. We 
have tried to transform the diet formula into an 
appetizing and varied food pattern. 


Practical Administration of Vegetable Oil 
Food Pattern 


Reduction of Saturated Fat in Food Pattern.— 
One of the most serious problems to the cook is 
how to limit animal fat and yet provide adequate 
amounts of high-grade protein. We have solved the 
problem by substituting protein foods low in animal 
fat for those high in it. Much of this fat can be 
avoided by eliminating butter, whole milk, cream, 
cheddar cheese, egg yolks, and products containing 
these in quantity. Skimmed milk, dry cottage 
cheese, and egg whites, each in varied forms, pro- 
vide first quality protein. 

Fat in meats, fish, and poultry varies from less 
than 1 Gm. to over 30 Gm. per serving. Meat fat 
can be kept to 15 Gm. a day, as suggested for the 
low-fat diet, by proper selection of meats. We have 
listed the meats for our patients according to the 
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fat provided per serving, including a list for restau- 
rant use. These choices do not affect the normal 
quantity or quality of the protein while still limit- 
ing the saturated fat intake. 

Further reduction of saturated fats is accom- 
plished by avoiding oleomargarine, hydrogenated 
shortenings, coconut, chocolate, cocoa, and foods 
made from them. The same low-fat cooking tech- 
niques used for the low-fat diet also contribute to 
reduction of saturated fat in the vegetable oil food 
pattern. 

Substitution of Vegetable Oil for Animal Fat.— 
Cottonseed oil and soybean oil are the only oils 
with the proper chemical characteristics for use in 
the vegetable oil diet, which are, at the same time, 
available in sufficient quantity in the United States 
for common use.’” Others, such as corn and peanut 
oil, which have proved valuable for serum choles- 
terol reduction, are marketed only in small quan- 
tities. 

All fats and oils produced for food in the year 
1955-1956 in the United States amounted to a little 
more than 10 billion pounds.'® Over half of this was 
comprised of unsaturated oils in the following pro- 
portions: soybean oil, 31.1%; cottonseed oil, 18.7%; 
corn oil, 2.7%; and peanut oil, 0.7%. Corn oil is al- 
ready near the peak of production possibility. One 
bushel of corn produces only 0.75 Ib. of oil as 
compared with 11 Ib. from a bushel of soybeans. If 
all the corn raised in the vear cited had been di- 
verted to corn oil food products, it would have 
supplied only 7% of the total edible fats produced 
in that year. Obviously any widespread use of oils 
would require the utilization of cottonseed and 
soybean products. 

We have used a “modified” vegetable oil, pre- 
pared for this study by Dr. Fred H. Mattson of the 
research and development department of Procter 
and Gamble Company, which will be referred to as 
“M.” It consists of 94% cottonseed oil, 1.5% mono- 
stearin, 1.5% distearin, and 3.0% tristearin. About 
ll to 21% of these additives are absorbed.'' This 
shortening can be made into a spread for bread, 
can be used as shortening for baked goods, and will 
emulsify in a blender with nonfat milk solids to 
vield reconstituted “milk,” “cream,” or “ice cream,” 
of any desired fat content. The advantages of “M” 
over commercial cottonseed oil are its blandness and 
this ability to emulsify. But no special product is 
necessary for the vegetable oil food pattern. Com- 
mercial corn, cottonseed, or soybean oils are excel- 
lent for cooking and baking. Two or three teaspoons 
of such oils added to each serving of a low-fat food 
converts it to a satisfying, flavorful product. These 
uses are in addition to their more common use as 
salad oils. 

We have not yet determined the dietary effect of 
natural foodstuff containing vegetable oil, such as 
nuts, on the serum cholesterol level. Fried foods 
have also been avoided because the amount of oil 
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absorbed by them and the chemical changes which 
occur during frying are both uncertain. These prob- 
lems are under study. 

Research Kitchen and Patient Instruction.—The 
practical aspect of our dietary project center is the 
special research kitchen (Mrs. Jean Perry Spod- 
nick, dietitian in charge; Miss Margaret Foust, head 
of the Cleveland Clinic Hospital dietetics depart- 
ment) where weighed meals are prepared, low-fat 
cooking methods tested, sample dishes prepared for 
fat analysis (Mrs. Ann Wahl Scanu, in charge), 
and recipes tested and developed. We have bor- 
rowed recipes and ideas from many sources. 

Our continuing search is for desirable substitutes 
for the foods which must be avoided. Large appe- 
tites can be satisfied with large servings of veal. 
fish, and poultry. We have attempted to obtain the 
patient’s cooperation by removing the feeling of 
guilt when home or business circumstances make 
the food pattern difficult to follow. A full discussion 


TABLE 2.—Vegetable-Oil Diet Pattern and Sample Menu 
Served in Tests 


Food Pattern’ Menu for June Day 
Breakfast Breakfast 
. le servings Melon 
al, 100 Gin French Toast 
> Gm (made with egg white 
“M", 10 Gu Maple Syrup 
0% 60 Gm 


Gm 


Luncheon 
Fish or substitute, 100 Gm 


Luncheon 


Vegetables, 20%, 100 Gm 
Vegetables, 5% 100 Gm Tuna Patties 
Vegetables, 10%, 100 Gm Catsup Sauce 
Bread, 30 Gm Tossed Garden Salad 
Spread, 50 M", 10 Gm French Dressing 
“Cream”, 20% “M", 60 Gm Nut Tree Bread 
Fruit, 1% servings Spread 
Sugar, 10 Gm Mint Sherbet 
Dinner Coffee | 
“Cream 
Lean meat, 150 Gm Sugar 
Vegetables, 20%, 100 Gm 
Vegetables, 5%, 100 Gn Dinner 
Vegetables, 10%, 100 Gm Beet and Liver Creole 
Bread, 30 Gm Baked Potato 
Spread, 50% “M", 19 Gm Fresh Asparagus Spears 
Cream", 20 “M", 60 Gm Celery Curls 
Fruit, 1 serving Hard Roll 
Dessert (standard recipe), Spread 
1 serving Strawberry Tart 
“M” oil, in dessert, 17 Gm Coffer 
oil, in cooking, 20 Gm “Cream” 
Sugar, 10 Gm Sugar 
Food pattern supplies about 2,500 calories. Amount of animal fat 


and “M" oil are kept constant each day. Fruits, vegetables, and cereals 
are interchanged, as shown in sample menu 


of such circumstances has often provided a solution 
for the difficulties. 

Instruction includes the serving of several meals 
from the research kitchen, demonstrations of the 
preparation of special “M” products, and presenta- 
tion, with discussion, of our “Vegetable Oil Diet 
Instruction and Recipe Book.” Individual monthly 
conferences give us a good estimate of how well 
the food pattern is being followed. At this time the 
patient is weighed, his blood sample taken for 
analysis, and his problems discussed with physician 
and_ nutritionist. 

Advantages and Disadvantages of Vegetable Oil 
Food Pattern.—Use of vegetable oils makes it pos- 
sible to provide the same kinds of food to which 
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people are accustomed. Vegetable oil foods require 
no individual preparation for the patient, since 
they are suitable for the whole family. They allow 
added calories to be supplied easily, which is an 
advantage over the low-fat diet. 

The principal disadvantage is that the usual com- 
mercial foods are not necessarily prepared with 
vegetable oil, and hence more home cooking is nec- 


Tasie 3.—Dietary Components and Sources of Fat and 
Protein Used in Diet Tests 


Veyvetarian Diet Vegetable Oil Diet 


Calories, Calories, 
Dietary Components* Gm q% 
Carbohydrates . 308.0 46.3 
Protein 13.6 13.7 

Egg albumin .... 13.0 

Meat 

Milk 

Vegetable and cereal 
Fat 

Animal 

“Basie't+ . 115 

* Total calories, 2,550, 

+ Fat contained in cereals, fruits, and vegetables 


essary. Dinners out with friends and_ restaurant 
meals present problems. These disadvantages are 
common to all special diets. In this regard, vege- 
table oil food recommendations resemble a thera- 
peutic diet rather than a food pattern. 

The greatest danger to the logical development 
of an effective food pattern is the premature claims 


for the virtues of any one particular feature of the 
food pattern without proper evidence to back it 
and the rush to capture the market with prepara- 
tions of still unproved value. The many inevitable 
failures will not increase public confidence in those 
changes which might be desirable. 


Vegetable Oil Food Pattern 


The effectiveness of this food pattern for reduc- 
ing the serum cholesterol level was demonstrated 
both in two-to-three-week weighed diet tests in 
which the subjects ate all their meals from our diet 
kitchen and in two to eight months continuing trial 
of the food pattern at home. Many patients were 
subjects of both the diet test and the home trial. 

The weighed diet tests supplied an average of 
44% of the calories as carbohydrate, 14% as protein, 
and 42% as fat, with sufficient calories to maintain 
weight. The fat content of the foods was deter- 
mined by analysis '* as follows: meat, 4% total cal- 
ories; “M” oil, 33%; and all other foods, including 
fish, 5%. Table 2 gives an example of the types of 
food served. 

Food supplies for the entire experimental period 
were stored before the test began, to insure uni- 
formity. Bread was from the same baking, chicken 
from the same flock, meat from the same cut, and 
canned goods from the same pack. All food servings 
were weighed. Each lot of “M” spread and “cream” 
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was analyzed by petroleum ether extraction '** 
basic food servings including fish were analyzed for 
fat after grinding, acid hydrolysis, and ether extrac- 
tion.’*” A sample of each meat serving was set 
aside for analysis and pooled according to the kind 
of meat and analyzed.'*” 

The test periods were from 11 to 21 days. Weight 
was recorded daily before breakfast and caloric 
intake altered to maintain the weight to within 

2 Ib. Food was completely eaten. The subjects 
were sufficiently cooperative to inform the kitchen 
of dislike of a single food so that a substitute could 
immediately be prepared. This rarely occurred. All 
subjects were encouraged to be physically active. 
The normal young men and women, employees of 
the Cleveland Clinic, carried on the usual respon- 
sibilities and social life. Some of the patients with 
elevated serum cholesterol levels came into the hos- 
pital on the convalescent floor but were out of 
doors daily. Others came in for all their meals to 
the research kitchen from their normal activities. 

Blood samples were drawn at the beginning and 
end of the test as well as at five-to-seven-day inter- 
vals during the test. Total cholesterol level was 
determined in each sample and serum lipid frac- 
tions and lipoprotein levels (—S,.;, or negative 
sedimentation or flotation rate at density, »,, deter- 
mined in the ultracentrifuge ) at the beginning and 
end. 
Total 
cholesterol 


250 


Vegetadie det 
+99 gm 


~ 
~ 
~ 


Oct ‘November Dec lyon "Feb 


1957 1958 


Morch Apr Moy 


Fig. 1.—Serum cholesterol level changes in normocholes- 
teremic individuals consuming vegetarian diet with “M” 
cottonseed oil and “M” vegetable oil diet pattern for 21- 
day weighed food test served from research kitchen. 


Effect of “M” Oil on Lipids of Normocholes- 
teremic Persons.—The “M” oil was made the only 
significant source of fat for a 21-day test in four 
active young physicians. Vegetables, fruits, cereals, 
bread, skimmed milk, egg whites, and “M” consti- 
tuted the vegetarian diet (table 3). Serum choles- 
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terol values were about 250 mg. per 100 ml. during 
the control period on freely chosen foods. These 
levels dropped 40 to 80 mg. by the end of the test 
period (fig. 1 and table 4). The lipoprotein pattern 
was normal and remained so; triglyceride fractions 
were approximately normal. Within 30 days after 
the test, when the subjects were again on freely 
chosen foods, the serum cholesterol had returned to 
ts control level. 


TasBLe 4.—Average Serum Cholesterol Levels in Individuals 
Consuming Normal, Low-Fat, and Vegetable Oil Diets 


Normal Vegetarian Vegetable Oj] 


> =] = = = = 
3 = & = & x x 
Normocholesteremie Individuals 

1 M 27 normal 13 4 1823 1 

40 170% 3 
normal j 
normal 2073 
258 133 3 
4 M un normal 253 2 2143 
239 2 1983 2 
F 30 normal 259 4 23 4 
6 M 51 1b,5 259 2 153 2 
Hypercholesteremie Individuals 

Low-Fat 
7 M 38 le,d HOS 3 232 7 29Q 3 
8 M 45 la,e,d 2718 4 206 15 202 a 
9 F 4 3 310 3 257 5 
10 M 319 40 3 
11 M in 317 6 S2§ 3 23) 3 
12 M le,d 337 3 5 
13 1g,2 350 2 260 3 3 
l4 M 44 le,d,g 856 4 93 
1b M 41 la,c 396 3 376 6 304 4 
16 M 63 45 419 1 280 12 253 7 
17 M 4 le,d,e 487 2 319 ) 268 3 
18 M 38 la,c, f,3,5,6 537 4 41) ‘ 463° 4 
4082 
4 

F 1a,¢,e,5,6 M47 3 478 7 416 

20 F 63 2 $22 3 292 5 
21 F 57 6 OO4 2 429 ll 435 6 


* Individuals are listed in ascending order of cholesterol concentration 
on normal diet. Periods of weight loss or fever are omitted from aver 
ages. All had normal thyroid function as judged by radioactive iodine 
uptake, and normal glucose tolerance test, except for diabetic patients 

+ Key: 1, atherosclerosis—a, angina pectoris, b, cerebral, ec, heart dis 
ease, d, myocardial infarction, e, obliterans, f, renal, and g, general; 
2, diabetes; 3, familial hypercholesteremia; 4, fatty liver: 5, hyperten 
sion; and 6, Xxanthomatosis 

{ Serum cholesterol level during 21-day weighed food test served from 
research kitchen 

§ Hypercholesteremic previous to coming to Cleveland clinic; on selt- 
selected low-fat diet, estimated fat intake 40 to 60 Gm. per day 

Cholesterol level determination done in another laboratory 
© 30 Gm. vegetable oil per day 
= 50 Gm. vegetable oil per day 
** 100 Gm. vegetable oil per day 


The same subjects underwent a similar test ex- 
cept that the diet contained meat, supplying 15 Gm. 
of meat fat in addition to the “M” oil (table 3). 
Again the cholesterol levels fell 40 to 80 mg. and 
returned to the preexperimental levels after 30 
days on freely chosen foods (fig. 1). 

Cottonseed oil “M” successfully reduced the 
serum cholesterol level well below that present in 
normal persons with a free choice of foods when 
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the oil supplied 34% of the calories. This was also 
true when 15 Gm. of meat fat, providing 5% of 
calories was included in the diet in addition to 


“M” oil. 


' 
Tote! 
Cholesterol 4 
100mi 
: 
350-4 Test 
' 
: ' 
3004 


year 1957 1958 


Fig. 2.—Normal cholesterol levels attained in patient re- 
ceiving low-fat diet, maintained on “M” food pattern, in- 
cluding 21-day test period in which weighed foods were 


served from research kitchen (table 4, subject 12). 


Vegetable Oil Pattern in Hypercholesteremic Pa- 
tients.—Sixteen patients with atherosclerosis, among 
whom several had xanthomatosis, myocardial intare- 
tion, diabetes, and hypertension were studied (table 
4). 

Control blood samples were taken covering periods 
up to four weeks until there was reasonable uni- 
formity in serum lipid values. These 16 have con- 
tinued on our dietary study for 6 to 24 months. 

Thirteen of these patients were placed initially 
on low-fat diets for 3 to 15 months, and then all 
were given the vegetable oil food pattern. The 
average serum cholesterol levels are given in table 
4, the patients being arranged only according to 
their hypercholesteremia on freely chosen foods. 


Normol ~~ ---«le Vegetoble oi ----------- - 


Oc 
' 
MONTH 


Year 1957 1958 


Fig. 3.—Normal cholesterol level attained in patient on 
“M” vegetable oil food pattern, including 21-day test period 
in which weighed foods were served from research kitchen 
(table 4, subject 14). 


Cholesterol values of 300 mg. per 100 ml. or less 
were reached by three patients on the low-fat diet 
and were maintained on the “M” food pattern. An 


250 ' 
‘ 
200 | | weignt 
| 80 
4 < 7s 
70 
6 
Serum | 
Tote 
holestero 
mg /100m 
40c ‘Test | 
t ' 
t 
350 
300 
‘ 
' 
Bod 
4 160 nt 
2 3 4 5 ] 
! 


1994 


example is shown in figure 2. Normal values were 
attained by three other patients on the “M” food 
pattern alone (fig. 3). Four of the patients exhibited 
reduction of cholesterol levels, but not to normal, 
on the low-fat diet. The “M” food pattern brought 
their levels to normal. The values of one of these 
patients is shown in figure 4. 


~-Vegetoble - 


Nermeal - + Low fet 


° H r 


vear 


Fig. 4.—Slight reduction of serum cholesterol level on low- 
fat diet, and further reduction to 300 mg. per 100 ml. in 
patient on vegetable oil food pattern (table 4, subject 15). 


High cholesterol values were still present in 
three patients, though the low-fat diet had _pro- 
duced some reduction. In these individuals the 
“M” food pattern did no more (fig. 5). 

Elevated serum cholesterol levels fell promptly 
in the two diabetic patients on the “M” food pat- 
tern. The pattern was adjusted to their carbohy- 
drate requirements, providing 33% of the calories 
as carbohydrate, 21% as protein, and 46% as fat 
(meat fat 5% and “M” 41%). One of the diabetics 
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a greater reduction. A few patients with severe 
essential hypercholesteremia respond only moder- 
ately to either food pattern. 

Elevated low density lipoprotein and triglyceride 
levels tend to be less effectively reduced than serum 
cholesterol] levels. The triglyceride fraction, after 
an initial period of reduction, returns to its former 
level. These and other changes in lipid constituents 
will be reported in detail later with Dr. Lena Lewis 
and Dr. Harriet Dustan. 


Comment 


Reduction of serum cholesterol levels to or near 
normal was achieved by either a low-fat diet or the 
vegetable oil food pattern. Serum cholesterol levels 
fell within a few days or weeks with either type of 
diet. In some individuals the level was lower on 
the vegetable oil food pattern than the low-fat diet, 
and in all individuals it seemed to be much more 
steady (fig. 4 and 5). This steadiness is also demon- 
strated in patients who went off the diet briefly. 
One patient went on a fishing trip and ate what- 
ever was provided, including fried fish daily. At 
the end of a week his serum cholesterol level had 
risen only 25 mg. Another patient treated himself 
to prime steaks for two weeks while on the “M” 
food pattern. His cholesterol level rose 40 mg., but 
on the low-fat diet, one day's indulgence in ham 
increased it 70 mg. Clearly, the serum cholesterol 
level is less variable with the vegetable oil pattern 
than with the low-fat diet. 
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was changed to the low-fat diet because of weight 
gain. Cholesterol values did not rise. The one hyper- 
tensive, normocholesteremic patient had a drop of 
100 mg. in serum cholesterol level on the “M” food 
pattern. 

Both the low-fat and “M” food patterns effec- 
tively reduce serum cholesterol levels, but in some 
hypercholesteremic patients the “M” pattern exerts 


1958 


Fig. 5.—Hypercholesteremia persisting in patient eating low-fat diet and vegetable oil diet, including 21-day test period in 
which weighed foods were served from research kitchen(table 4, subject 21). 


A partial explanation for the action of these diets 
on serum cholesterol lies in the nature of the fat 
they contain. The normal food pattern supplies 
sufficient saturated fat to keep the cholesterol level 
relatively elevated. The low-fat diet reduces the 
saturated fat intake to ari amount that does not 
affect the concentration of serum cholesterol, and 
so the cholesterol level is lower than on usual 
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diet. The vegetable oil food pattern is effective in 
decreasing serum cholesterol level because it not 
only curtails intake of saturated fats below the 
hypercholesteremic concentration but also increases 
the intake of unsaturated vegetable oils to the ex- 
tent that it exerts a hypocholesteremic action. This 
double action may be one explanation for the 
greater effectiveness of the vegetable oil food pat- 
tern over the low-fat diet in some patients and for 
the ineffectiveness of the addition of a few table- 
spoons of vegetable oil to a basically normal food 
pattern high in saturated fats. 

The vegetable oil food pattern differs from tra- 
ditional diets in its flexible choice and preparation 
of food while still conforming to the basic require- 
ments of the pattern. By the use of vegetable oils, 
foods low in animal fat may be made sufficiently 
palatable so that people ordinarily will eat them 
with relish. Skillful use of these oils can make the 
difference between a tasteless diet and a food pat- 
tern not much different from the average American 
food customs. While the dishes are not perfect, 
still they are a vast improvement over the usual 
suggested diets. 

It should be emphasized that the food patterns 
discussed here reduce the serum cholesterol leve] 
but do not equally affect the other lipid constitu- 
ents. It would be rash indeed to suggest that the 
other constituents are of no concern from the point 
of view of atherogenesis. Clearly it remains to be 
shown that food patterns such as we propose are 
antiatherogenic. Our efforts have been to convert 
diets into food patterns so that any antiatherogenic 
value they have may be determined on large num- 
bers of people. As long as individual diets had to 
be prescribed, there was little possibility of obtain- 
ing long-term experience from larger groups con- 
cerning a relationship between lowered blood cho- 
lesterol level and atherosclerosis. While further 
pilot studies must be made, it would appear that 
some tests on larger populations may even now be 
undertaken. 

Summary 

A food pattern has been devised which makes 
use of ordinary foodstuff, is easy to prepare, and 
is acceptable to many people. This pattern reduces 
serum cholesterol levels in normal and in many 
hypercholesteremic people. In some it is more effec- 
tive than the low-fat diet. The key to the food pat- 
tern has been the use of a modified unsaturated 
vegetable oil in combination with foods low in 
saturated fats. 

While our goal of ready availability and com- 
plete acceptance has yet to be achieved, the food 
pattern holds promise of relatively easy practica- 
bility. The food pattern is sufficiently developed to 
suggest its use in a broader test of the theory 
relating blood cholesterol levels with atherogenesis. 
There is much yet to be learned before we can 
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recommend the present pattern as a proper modi- 
fication of the American bill of fare, which chance 
and choice and custom have approved. 


2020 E. 93rd St. (6) (Dr. Page). 
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PHYSICAL CONDITIONING PROGRAM FOR ASTHMATIC CHILDREN 


Merle S. Scherr, M.D. 


Lawrence Frankel, Charleston, W. Va. 


Supervised respiratory and physical exercises 
have been utilized for many years as a means of 
improving respiration in patients who have bron- 
chial asthma. Since 1935 the literature has con- 
tained numerous articles concerning physical meth- 
ods of attempting to relieve or improve bronchial 
asthma.’ Most workers have concentrated on re- 
spiratory exercises alone, with a general physical ex- 
ercise program being placed in the background. 
When the situation of repeated suppression of phys- 
ical exercise occurs in asthmatic children, a life- 
time pattern may be set up which may prevent the 
patient from participating in physical activities 
even when he is free from asthma. The combination 
of overprotection by parents and physical incapac- 
ity due to asthma can frequently lead to the asth- 
matic child being deprived of all physical activities. 
This may result in great mental suffering and loss 
of much initiative and confidence which aid in his 
personality adjustment to life. 

In November, 1956, a program was started at the 
Charleston, W. Va., Young Men’s Christian Associa- 
tion (YMCA) which combined the teaching of 
breathing exercises with physical conditioning exer- 
cises on a level which was designed for the individ- 
ual child. The first group of participants in this 
program consisted of six boys who were suffering 
from moderate to severe asthma. The program con- 
sisted of exercises which were performed in game 
style. Each child was taught to compete with him- 
self and not necessarily with the group. The respir- 
atory exercises used were those outlined by the 
Asthma Research Council, London.’ In addition to 
these respiratory exercises, the group was taught 
nonrespiratory gymnastics in a program, devised by 
us, which would not exhaust the child. These con- 
sisted of apparatus workouts with the Roman rings, 
horizontal bar, and medicine ball, climbing rope, 
swimming, tumbling, and similar gymnastics. An 
attempt was made to develop confidence in these 
asthmatic children by teaching combatives which 
included the basic skills of boxing, judo, and self- 
defense. The progress of each child was recorded 
for each activity. 

In May, 1957, the program was enlarged in order 
to allow girls to participate in the activities. Total 
class size was limited to 25 children between the 
ages of 6 and 14 years. The program meets on two 
afternoons each week at the YMCA, and emphasis is 
placed on daily home practice of the activities. A 


Chief, Allergy Clinic, Charleston Memorial Hospital (Dr. Scherr), 
and Research Associate, YMCA Asthma Conditioning Program (Mr. 
Frankel). 


Asthmatic children often develop a pattern 
of suppression of physical exercise that de- 
prives them of initiative and confidence. In 
order to break this pattern a program of phys- 
ical activities was developed. The experience 
here described involved 25 children under 
active treatment for bronchial asthma. A re- 
markably broad range of activities was found 
possible, from basic breathing techniques and 
postural exercises to swimming and self- 
defense. Each child was encouraged fo try to 
improve his own record rather than to com- 
pete with the other children. For some it was 
the first experience with physical exercises of 
any kind. Parents were usually excluded from 
the first few sessions with each child until the 
child was able to master each of the tech- 
niques presented to him. With proper atten- 
tion to the bronchial asthma as allergy and 
with the cooperation of patient, parent, 
physician, and physical instructor, the results 
obtained were beneficial to the children both 
in combating the disease and in improving 
personality adjustment. 


total of 28 children have been enrolled in the pro- 
gram since its organization. It is felt that this pro- 
gram will enable the teaching of respiratory and 
physical exercises to be placed on a local level avail- 
able to all asthmatic children by utilization of the 
YMCA type facilities as found in most cities of the 
United States. 


Equipment and Personnel 


The physical fitness director of the Charleston 
YMCA was employed to carry out the actual teach- 
ing in the program under the supervision of a 
trained allergist. The most essential part of the en- 
tire asthma conditioning program is the instructor. 
He must be well qualified for teaching and must 
have patience in dealing with asthmatic children. 
Furthermore, he must be taught the basic essentials 
concerning allergy, and asthma in particular, in 
order that he may appreciate the problems involved 
with these children. All children have previously re- 
ceived permission from their physicians to partici- 
pate in the program and are under active treatment 
for bronchial asthma. 
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Nylon-covered, allergen-free mats, containing 
foam rubber as a filler, were used for all procedures 
which required a horizontal position and flat sur- 
face. With the exception of these special mats, reg- 
ular YMCA facilities were used. The equipment re- 
quired, most of which is usually found in a YMCA, 
consists of mats (foam rubber, plastic covered), 
horizontal bars, Roman rings, knotted nylon rope 
(about 26 ft.), unknotted nylon rope (about 26 ft. ), 
medicine ball, basketball and baskets, boxing and 
wrestling rings, boxing gloves and protection equip- 
ment, stop watch, judo jackets (homemade), class 
uniforms, swimming pool, and other equipment as 
found useful for particular groups. 

A uniform was adopted which consists of a judo 
jacket and white rubber-soled tennis shoes, shorts, 
and T-shirts. The children named themselves “Buck- 
ing Bronchos” (from bucking bronchial asthma), 
and the T-shirts obtained were so lettered, enabling 
each child to be identified with the group. This was 
felt to be important since the individual perform- 
ance in a group activity was stressed. A stop watch 
was necessary in order to gauge the individual 
child’s performance. The atmosphere surrounding 
the program is one of play and not one of medical 
treatment. The fact must be stressed if the child's 
interest is to be kept active. Music is utilized in 
performing many of the exercises. We have found 
that this creates more interest and lessens fatigue 
than if the exercises are performed as a “gym” activ- 
ity. 

Specific Methods 

The program is divided into the following four 
broad phases: basic breathing techniques, postural 
exercises, gymnastics, and adaptation conditioning 
or confidence building activities (combatives ). 

Basic Breathing Techniques.—All basic breathing 
techniques are performed competitively in that the 
child competes with his own ability and not with 
the ability of his neighbor. Emphasis is placed on 
diaphragmatic breathing, costal breathing, and 
asymmetrical breathing. The general plan follows 
that which is recommended and outlined by the 
Asthma Research Council, London. Basic breathing 
exercises are to be done daily and when a patient 
feels the onset of an attack of asthma. 

Abdominal or Stomach Breathing: While per- 
forming abdominal or stomach breathing. exercises, 
the child lies on his back, with knees bent, feet on 
a bed or chair, arms to the side, and completely 
relaxed. One hand is then placed on the abdomen. 
He breathes out slowly through the mouth, making 
an “F” or “S” sound and making the hand sink into 
the abdomen. He breathes air in quietly through 
the nose, as abdominal muscles become relaxed and 
the hand comes up. Exhalation is timed with a stop 
watch, and weekly improvement is recorded as a 
gauge of progress. The upper part of the chest does 
not move. Expiration is long and inspiration is 
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short. Exercises are done three times a day, 10 min- 
utes at a time at first. Plenty of fresh air is desirable. 

Diaphragmatic Assistance Breathing: In dia- 
phragmatic assistance breathing the child lies on his 
back, with head and shoulders resting on a pillow, 
hands placed on lower ribs (thumb and fingers to- 
gether), and knees bent. Shoulders are kept down 
and relaxed. The exercise consists of breathing out 
slowly through the mouth with the “S” sound, with 
a final squeeze at the end of this breath with the 
palms of the hands to insure emptying the lungs 
as much as possible. 

Abdominal Muscle Exercise: In performing ab- 
dominal muscle exercises the child lies on his back, 
with knees bent, and feet on a bed or chair. Arms 
and shoulders are relaxed. The right knee is slowly 
brought to the chest while the child is breathing 
out, by tightening abdominal muscles. When he is 
ready to breathe in, he lowers the knee. The exer- 
cise is repeated with the left knee and with both 
knees together. Then, with the hands clasped be- 
hind his neck, the child sits up, brings the right 
elbow outside the left knee and then the left elbow 
outside the right knee (with feet held down in be- 
ginning). In performing the V-sit exercises the 
child sits on floor, with legs apart, and raises both 
feet 12 to 14 in. from the ground for 30 seconds, in 
good form. 

Abdominal Breathing: In performing abdominal 
(or diaphragmatic) breathing exercises, the child 
sits in a chair with his back supported against the 
chair, completely relaxed. The hands are on the 
lower ribs and the child slowly breathes out with 
the “S” sound, tightening the abdominal muscles by 
making the abdomen go in, and pressing the last of 
the air out of the lungs as in diaphragmatic assist- 
ance breathing. The abdomen is relaxed as the child 
breathes in through the nose. (Note: The upper 
part of the chest should not be raised at any time. ) 

Forward Bending Exercise from Sitting Position: 
In doing the forward bending exercise the child 
sits with feet apart and arms relaxed at his side. 
He breathes out slowly with an “S” sound as he 
bends forward, first the head, then the shoulders, 
until the head is almost to the knees. Gradually he 
raises his head and straightens his back until the 
lower part of the back reaches the chair. (This is 
done on the “S” breath.) He breathes in as the mid- 
dle part of the back, shoulders, neck, and head are 
straightened. In a sitting position, he breathes out 
quickly and then breathes in a short breath. 

Forward Bending Exercise from Erect Position: 
In the forward bending exercise the arms are over- 
head, thumbs locked and arms in line with the 
ears. The abdominal and gluteal muscles are re- 
tracted, and the child bends in eight staccato counts 
until the fingertips touch the floor. He then returns 
to the starting position in eight staccato counts, 
with muscles contracted. 
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Postural Exercises.—Postural exercises are to be 
done between breathing exercises. 

Elbow Circling Exercise: The elbow circling ex- 
ercise is done while the child is sitting in a chair, 
leaning forward from the waist, keeping the back 
straight. Fingertips are rested on the shoulders; the 
elbow is bent and placed out to the side in line 
with the shoulders. The elbows are circled for- 
ward, up and back, and down. Four or five circles 
are made, and then the child relaxes. 

Windmill Exercise: In doing the windmill exer- 
cise the child stands with feet slightly apart and 
arms to the side, halfway between the shoulders 
and hips. The arms are crossed in front. They are 
then raised, crossed in front of the face, and moved 
up over the head. Next they are spread apart and 
dropped to the side and to the starting position. 
This is repeated 10 or 12 times, and then the child 
rests. 

Gymnastics.—Gymnastics are performed under 
supervision at all times. For rope climbing, two 
ropes are provided. One is knotted every 8 in., and 
the other is unknotted. The child is started on the 
26-ft. knotted rope, and a rapid transition is made 
to the unknotted rope. This builds confidence and is 
usually accomplished in less than three weeks. 

Tumbling and exercises with the horizontal bar 
and flying Roman rings are performed by the entire 
group on an individual basis. Calisthenic drill is 
performed by the group to a lively musical tempo. 
It has been found that phonograph music has in- 
creased interest and tolerance in the entire group 
and appears to lessen fatigue. We have made music 
an essential part of our basic program. 

Medicine ball and basketball have been found 
to have an important place in the program, particu- 
larly since they are played in the usual school gym- 
nasium. They aid in coordination and group 
adjustment. Swimming has become a part of the 
program, since it combines the use of all muscle 
groups with practical breathing functions. 

Adaptation Conditioning, or Confidence Building 
Activities: Combatives.—Adaptation conditioning or 
confidence building activities enable the child to 
adapt to daily living. This course is grouped under 
the term combatives and is adapted only to the 
children in the group with kinesiological skills. Use 
of strength in a bullying manner is neither encour- 
aged nor permitted. The principles are a composite 
of judo, wrestling, boxing, and La Savate. The 
children are taught graceful movement, proper body 
mechanics, and rapidity of action as the prime 
factors. All of these prime factors lead to the conser- 
vation of energy, which is an obvious necessity for 
the group of asthmatic children. 

In lesson 1 of this course there is discussion and 
demonstration of balance and leverage, including 
breaking of grasps and holds, offensive and de- 
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fensive postures, disturbing an opponent's balance 
in frontal and lateral planes, and take-downs from 
the erect position. 

In lesson 2 are taught tricks of leverage using 
only hands and wrists, tricks from handshake, sim- 
ple use of hammerlock, and use of breakfalls and 
roll outs (not formalized tumbling) in learning to 
fall without injury. 

Lesson 3 concerns usage of elbows, knees, fore- 
arms, and ulnar border of hand for offense and de- 
fense. Included in this are releases from front and 
rear, such as front bearhug, choke from front, front 
hug (arms locked), strangle hold from rear, and 
body grasp from rear. 

Lesson 4 concerns the technique of throwing, in- 
cluding the regular version of the hip throw, the 
sweeping hip throw, cross hock, and shoulder 
throw. Parries, including the outside parry, inside 
parry, cross parry, and scissors block, are taught at 
this lesson. 

Lesson 5 concerns the use of the jacket in strangle 
defense, including the cross-arm technique, reach- 
ing carotid arteries, jolt choke, and hammerlock to 
forehead strangle. 

Lesson 6 concerns simple nerve center defense 
applications. 

Lesson 7 concerns foot techniques such as foot 
jab, knee and ankle trips, knee lift and knee drop, 
and other trips and counters. 

The above procedures are demonstrated to the 
children and taught with the understanding that 
they are to be used for defense only. It is not the 
purpose of this class to produce “bullies” but rather 
to allow these children to learn basic techniques 
of defense against aggression. In addition to the 
above program, the children are taught a multiplic- 
ity of simple wrestling and boxing techniques which 
are adapted to the individual child’s orientation to 
previous lesson plans. Each child is taught as an in- 
dividual, and his circumstances are adapted to the 
lesson plans. 

Results 


The results of this preliminary report have not 
been subjected to statistical evaluation. All children 
but three in the program have been able to adjust 
well to a group activity which has been kept at 
the individual child’s level. These three were re- 
placed in the group in order to keep the enroll- 
ment at 25 children. Competition has been encour- 
aged with the child’s own record rather than the 
records of the other children. All of the children 
were able to participate in every activity. For many 
of the children in the program, this was the first 
experience with physical exercises of any kind. For 
some, it was the first really successful attempt at 
participation in group®activities without dropping 
out because of their inability to participate due to 
bronchial asthma. 
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A successful attempt was made to utilize breath- 
ing exercises in an attempt to throw off the asth- 
matic attack in conjunction with medication. This 
made the child feel that he himself was actually 
aiding his own therapy instead of waiting for some- 
one else to administer medicaments. In no case was 
the child made to feel that physical and respiratory 
exercises were the solution to his bronchial asthma 
problem. Emphasis was placed on his allergy man- 
agement and the importance of his cooperation with 
his physician, parent, and physical program di- 
rector. The idea of the child belonging to a “team” 
of physician, parent, physical program director, and 
patient created a greater desire for cooperation, 
since his results in the program were directly pro- 
portional to his cooperation as part of the team. 

The three “failures” were all boys. One was 
deemed an intractable asthmatic and is now a pa- 
tient in the Jewish National Home for Asthmatic 
Children, Denver. The other two were withdrawn 
by their parents, who resented the implications 
that their children had personality adjustment prob- 
lems because of their environmental situation and 
disease. The other children in the group have dem- 
onstrated improvement as a result of participation 
in the asthma conditioning program by means of 
improvement and increase in school, home, and 
church activities, as well as a loss of fear concern- 
ing their asthmatic attacks. The frequency and se- 
verity of asthmatic attacks have been decreased in 
these patients as a group, and none of the children 
has required hospitalization for bronchial asthma 
since joining the group. In the year prior to joining 
the group, almost one half of the children had been 
hospitalized for moderate or severe bronchial asth- 
ma. Pulmonary function studies also revealed im- 
provement. We will not attempt to enter into a full 
discussion of the many involved factors but will 
state that we feel this improvement is due primarily 
to enlightenment of the child and parents concern- 
ing bronchial asthma which resulted in better co- 
operation with the physician and treatment. 

In addition, the improvement in the general phy- 
sical condition of each child aided him to better 
cope with his disease. There was a definite emo- 
tional improvement in each child as demonstrated 
by his better adjustment to others in his daily activ- 
ities. Many children were able to participate in such 
activities as summer camping, hikes, and school 
sports activities. One boy has become a star player 
on the champion “Little League” baseball team in 
Charleston. Prior to his enrollment in the asthma 
conditioning program, he was little interested in 
the sport. Other children have taken jobs as news- 
boys and as delivery boys, activities they would 
not previously have attempted because of lack of 
confidence in themselves. Others have gained the 
respect of their friends and classmates by no longer 
being the coward or weakling of the group. There 
are few “bullies” who will “pick on” a child who has 
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a knowledge of judo, boxing, and wrestling, regard- 
less of the child’s handicap of active bronchial asth- 
ma. Each child in the group looks forward to the 
sessions of the asthma conditioning program with 
great eagerness. In addition, an achievement gold 
medal award is given at an annual party to each 
child for improvement over his own previous per- 
formance. This tends to give the child another in- 
centive toward a goal of good health. 

A familiar example of an asthmatic child is that 
of Theodore Roosevelt. The following quotation 
from a recent publication * reminds us that he, too, 
made use of a physical reconditioning program. 

But Theodore, as he grew older, was nontheless a boy 
sorely beset. “I was a sickly, delicate boy,” he wrote, “and 
suffered much from asthma. One of my memories is .. . of 
sitting up in bed gasping, with my father and mother trying 
to help me.” His arm muscles were so weak that he could 
not stand up to other youngsters. One day his father en- 
couraged him: “You have the mind but not the body. .. . 
You must make your body. It is hard drudgery, but I know 
you will do it.” Theodore organized a gymnasium with 
horizontal bars and a punching bag on the second floor 
of the town house and set about to do just that. 


Comment 


It is greatly appreciated that one of the most 
important results of asthma is the mental suffering 
and loss of initiative and confidence arising from 
the physical handicap. This is often a serious prob- 
lem in the normal development of children. An 
asthmatic child may miss school and is frequently 
deprived of taking part in group activities with 
his schoolmates. Because of this and other factors, 
such as overprotection at home, he may suffer be- 
havior and personality disorders. He may become 
unmanageable, irritable, and possibly dependent, 
or he may go to the other extreme and become ag- 
gressive, hostile, demanding, and bullying toward 
his parents and other children. He feels that he 
must compete with nonasthmatic children, and 
when he cannot successfully do this he becomes 
more of a problem in management. This YMCA 
program attempts to teach the patient to compete 
against himself rather than his nonasthmatic play- 
mates. Each child who entered the program did so 
with a large amount of hostility and fear until it 
was demonstrated that he would have to compete 
only against himself. 

Parents were excluded from the first few sessions 
with each child until the child was able to master 
each of the techniques presented to him. Only at 
this time were the parents allowed to attend the 
classes. This was done because it was demonstrated 
early in the program that the presence of the par- 
ents would distract the child from performing to 
the best of his ability. This decision was made after 
observation during the early sessions that the nega- 
tive nodding of the parent’s head or a cross look at 
the child would completely demoralize him and 
actually prevent him from even attempting to per- 
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form the activities. This is a partial, temporary 
form of the practice of “parentectomy” as advo- 
cated by the Jewish National Home for Asthmatic 
Children, Denver.* 


Summary 


A practical physical conditioning program for 
asthmatic children has been presented which may 
be adapted in any city with YMCA or equivalent 
facilities and a qualified physical instructor who is 
willing to learn the basic essentials concerning 
bronchial asthma. The program combines respira- 
tory exercises, general physical exercises, and con- 
fidence building activities which aid the asthmatic 
child in combating his disease as well as improving 
his personality adjustment to individual and group 
activities and life in general. Emphasis is placed on 
cooperation between patient, parent, physician, 
and physical instructor as a team. Proper allergy 
management of bronchial asthma combined with a 
proper physical program designed for the individ- 
ual child has given successful results in 25 asthmat- 
ic children. 


803 Atlas Bldg. (Dr. Scherr). 


URETHRAL DIVERTICULUM—COMARR AND BORS 


J.A.M.A., Dee. 13, 1958 


The authors wish to express their appreciation to Mr. 
Myron Lewis, executive director, Mr. L. Warren Johnson, 
physical education director, and Mrs. Marjorie Tully of the 
Charleston YMCA and Miss Zelma Staats whose cooperation 
made this project possible. 

This program has been supported in part by grants from 
Warner-Chilcott Laboratories, Division of Warner-Lambert 
Pharmaceutical Co., Morris Plains, N. J., and Center Lab- 
oratories, Port Washington, N. Y. 


References 


1. Schutz, K.: Respiratory and Physical Exercises, Wien. 
Klin. Wehnschr. 483392 (March 29) 1935. Livingstone, 
J. L., and Gillespie, M.: Value of Breathing Exercises in 
Asthma, Lancet 23705-708 (Sept. 28) 1935. Baker, F.: 
Exercise in Treatment of Asthma, Arch. Phys. Med. 32330- 
33 (Jan.) 1951. Livingstone, J. L.: Physical Treatment in 
Asthma, Brit. J. Phys. Med. 14:136-139 (June) 1952. Fein, 
B. T.; Cox, E. P.; and Green, L. H.: Respiratory and Physi- 
cal Exercise in Treatment of Bronchial Asthma, Ann. Al- 
lergy 113275-287 (May-June) 1953. Fein, B. T., and Cox, 
E. P.: Technique of Respiratory and Physical Exercise in 
Treatment of Bronchial Asthma, Ann. Allergy 1%83:377-384 
(July-Aug.) 1955. 

2. Asthma Research Council: Physical Exercises of Asth- 
ma, ed. 7, London, King’s College, Strand, 1947, pp. 1-26. 

3. Heroes: The Turning Point, National Affairs, Time 
71316-24 (March) 1958. 

4. Tuft, H.: Personal communication to the authors, 


d 


PERINEAL URETHRAL DIVERTICULUM—COMPLICATION 
OF REMOVAL OF ISCHIUM 


A. Estin Comarr, M.D. 


and 


Ernest Bors, M.D., Long Beach, Calif. 


Ischial decubitus ulcer is rather common among 
patients with spinal cord injuries, and it has been 
treated by the generally accepted method of re- 
moval of the ischium. This operation has been com- 
plicated by the development of a perineal urethral 
diverticulum, first observed and reported in four 
patients in 1955." Since then, the number of cases 
has increased so much that it appears justified to 
emphasize this complication to the urologist, the 
plastic surgeon, and the general practitioner, who 
eventually take care of the patient once his special- 
ized treatment at a spinal cord injury center is 
completed. 


From the Spinal Cord Injury Service, Veterans Administration 
Hospital, Long Beach, and the Department of Surgery (Urology) of 
the School of Medicine of the College of Medical Evangelists and the 
University of California at Los Angeles. 

Read before the Section on Urology at the 107th Annual Meeting 
of the American Medical A iation, San F: isco, June 24, 1958. 

Read in part by Dr. Comarr before the third annual Clinical Para- 
plegia Conference of the Veterans Administration, West Roxbury, 
Mass., 1954. 


Removal of the ischium is the generally ac- 
cepted method of treating ischial decubitus 
ulcer in patients with spinal cord injuries. 
Perineal urethral diverticulum has been ob- 
served in 22 of 48 patients after removal of 
the ischium (46%). It results from interference 
with the suspension of the triangular ligament 
and removal of the ischial tuberosities, thus 
exposing the pars diaphragmatica and the 
pars nuda urethrae to pressure. The diagnosis 
is made clinically (ischial sinus, perineal 
swelling, or ulcer), urethrocystographically, 
and urethroscopically. In the majority of cases 
treatment consists of introducing an indwell- 
ing catheter and of improving the general 
condition of the patient. 
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Methods, Material, and Results 


Impressed by the severity of our first case, we 
now use urethrocystography routinely at regularly 
spaced intervals after every removal of the ischium. 
A maximum of 150 cc. of 10% methiodal (Skiodan ) 
sodium solution is permitted to fill urethra and 
bladder by the gravity method; the penis is oc- 
cluded and kept fixed to one side by the Cunning- 
ham clamp-skin clip-sandbag method *; anteropos- 
terior exposures and right obliques are then taken. 
For urethroscopy we use a no. 24 panendoscope 
introduced under vision. 

Two hundred nineteen patients with traumatic 
spinal cord lesions were examined at random, irre- 
spective of the level and completeness of or the 
time-interval since injury. We found 171 patients 
for whom removal of the ischium had not been 
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Fig. 1.—Segmentally complete lesions: A, at T-7 with spastic paralysis (bilateral removal of ischium). Note bilateral vesico- 
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Of the 18 patients with lower motor neuron lesions, 
14 had flaccid paralysis as a result of the injury, 
and 4 patients with originally spastic paralysis had 
flaccid paralysis after a subarachnoid alcohol injec- 
tion (three cases) or an anterior rhizotomy (one 
case ). The diverticulum in the patient with unilat- 
eral removal of the ischium was detected 5 months 
after operation, while the diverticula in the 21 
patients with bilateral operation were found from 
8 months to 11 years after the intervention. 


Comment 


Urethrocystography as a routine method is prefer- 
able to simple urethrography in all patients with 
spinal cord injury generally, and in these patients 
particularly, for two reasons: 1. It is possible to de- 
tect other not-infrequent complications of the peno- 


ureteral reflux, bilateral prostatograms, and contracted bladder. Open vesical neck and symmetrically dilated diaphragmatic part, 
and possibly a relaxed pars nuda, cause solid uninterrupted outline of posterior and anterior urethra. Two small appendixes 
represent possible Cowper’s glands. B, at T-8 with spastic paral ysis (left unilateral removal if ischium). Oblique view simulates 
defect of right ischium due to overlying superior pubic ramus. Note penoscrotal diverticulum in addition to perineal diverticulum 
which includes diaphragmatic part and pars nuda. C, at T-11 with flaccid paralysis ( bilateral one-stage removal of ischium ). Note 
rectangular appearing deformity at level of pars diaphragmatica and secondary parasagittal diverticulum resulting from abscess 


done who had no perineal diverticula. Of the 48 
patients who had had this operation, 22 (45.8%) 
had diverticula; of 12 patients with unilateral re- 
moval of the ischium, 1 (8%) had a diverticulum, 
while of 36 patients with bilateral removal of the 
ischium, 21 (58%) showed diverticula of varying 
size and shape. The patient with diverticulum after 
unilateral removal of the ischium had an upper 
motor neuron lesion (spastic paralysis ). 

Eighteen of the 21 patients with diverticulum 
after bilateral removal of the ischium had lower 
motor neuron lesions (flaccid paralysis), 1 patient 
had an upper motor neuron lesion, and 2 had a 
combination of upper and lower motor neuron 
lesion with regard to the pelvic floor musculature. 


(on the left). Pars prostatica outlined because of open vesical neck. 


scrotal urethra, of the bladder wall, and of the 
vesicoureteral junction, e. g., reflux (fig. 1A). 2. It is 
an economical procedure which saves both financial 
expense and repeated exposure to radiation. 

The pathogenesis becomes understandable if one 
considers the anatomy and roentgenologic anatomy 
of the perineal urethra, and the changes of tissue 
suspension and weight-bearing caused by surgery. 
The urethra can be differentiated roentgenologically 
and anatomically into four parts: a prostatic part, a 
diaphragmatic part (or membranaceous or fixed), a 
pars nuda, and an anterior mobile part.* Of interest 
here are the pars diaphragmatica and pars nuda. 
The former belongs to the posterior urethra; the 
latter, bordering directly on the pars diaphragmat- 
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ica, is the hindmost part of the anterior mobile 
urethra; it is unprotected by muscles and, therefore, 
vulnerable to internal instrumentation as well as to 
external trauma. Its only protection in the sitting 
position is the hollow which is formed by the out- 
jutting ischial tuberosities. The diaphragmatic ure- 
thra is originally well protected by the triangular 
ligament, which is composed of the I. transversum 
pelvis and |. arcuatum and represents the mem- 
branaceous part of the muscular pelvic diaphragm; 
it is suspended between the inferior pubic rami and 
is not dissimilar to an interosseous membrane.* By 
radical removal of the entire tuberosity of the is- 
chium and trimming down to the utmost the in- 
ferior pubic ramus,’ as is done in subperiosteal 
removal of the ischium, both mechanisms are se- 
verely disturbed; the protection of the pars nuda 
and the suspension of the diaphragmatic urethra. 
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manent suprapubic cystostomy ever since injury 
and developed the ulcer many years after bilateral 
removal of the ischium. 

The diagnosis is made clinically, roentgenologi- 
cally, and urethroscopically. Clinically, there may 
be a sinus in the scar of the previous operative site 
with urinary or purulent drainage, as observed in 
our first two cases '; there may be a simple median 
perineal decubitus ulcer; or there may be a perineal, 
intermittently appearing swelling with escape of 
urine or hemorrhagic pus from the external urethral 
meatus on pressure. Roentgenographically, a wide, 
often bizarre variety of lesions is seen (fig. 1B and 
2), which range from an apparently insignificant 
dilatation of the pars nuda and diaphragmatica of 
the urethra to huge unilateral or bilateral saccula- 
tions. Urethroscopically, again a variety of findings 
is present—from a small spindle-like dilatation to a 


Fig. 2.—Segmentally complete lesions: A, at T-10 with flaccid paralysis (bilateral removal of ischium). Note large size of 
diverticulum extending to right and left and involving diaphragm atic and bulbous urethra in spite of closed vesical neck. B, at T-11 
with flaccid paralysis (bilateral removal of ischium). Note left prostatogram in addition to perineal diverticulum, including pars 
diaphragmatica and pars nuda of urethra. Pars prostatica is outlined because of open vesical neck. Diverticulum includes 
proximal part of anterior urethra. C, at T-10 with flaccid paralysis (bilateral removal of ischium). Resection of diverticulum oc- 
cupying space of ischial bone. Small neck connects sac with dilated, spindle-shaped, diaphragmatic urethra, demarcated by the 
M. compressor urethrae nudae (3) from anterior urethra. Urinary drainage from sinus in scar. Open vesical neck causes out- 


line of prostatic urethra. 


Thus this entire part is exposed to pressure and, 
therefore, to mucosal damage with all its conse- 
quences of periurethral extravasation, abscess, fis- 
tula, or diverticulum formation. The latter may 
extend laterally, ensconcing the bone stump of the 
resected inferior pubic ramus with subsequent 
osteitis and osteomyelitis; or it may develop para- 
sagitally and anteriorly along the perineal raphe. 
Diversion of the urinary stream by suprapubic 
cystostomy, instituted immediately after injury, is 
no guarantee against the development of this com- 
plication. We have observed a median perineal 
ulcer corresponding to the site of the pars nuda 
urethrae in one patient of this series who had a per- 


diverticulum the neck of which may be wide 
enough to admit a no. 24 panendoscope. In ad- 
vanced cases the remainders of the inferior pubic 
ramus can be seen to protrude as a whitish cotton- 
like mass. The differential diagnosis from other 
pathological changes of the urethra at the penoscro- 
tal junction poses no problem. 

In the last analysis, perineal diverticulum results 
from decubitus ulcer which, caused chiefly by neg- 
lect, is not infrequently multiple. Multiple ulcers 
are the main cause of amyloidosis.° Therefore, a 
Congo red test should be performed in all cases of 
diverticula with either endoscopically visible bone 
protrusion or a history of multiple decubitus ulcers. 
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This examination seems justified by our experience, 
which showed amyloidosis in three cases—in two of 
three patients who died and in one patient who is 
still alive. 

Perineal diverticulum is etiologically indirectly 
related to the level of the spinal cord lesion in that 
it occurs more frequently (86%) in patients with 
flaccid paralysis (lower motor neuron lesion) than 
in those with spastic paralysis (upper motor neuron 
lesion). This corresponds with the incidence of 
ischial decubitus ulcers requiring surgery, which is 
generally more frequent (60%) in patients with 
flaccidity than spasticity because of the greater 
waste of musculature and integument. Among our 
191 cases of removal of the ischium were 77 pa- 
tients with spastic and 114 with flaccid paralysis. 
The percentage of flacciditvy was higher in patients 
with bilateral removal of the ischium (28 of 58) 
but lower in those with unilateral operation (49 
of 56). 

The therapy consists essentially of intraurethral 
catheter drainage, even when a suprapubic cystos- 
tomy is present. An accompanying perineal decubi- 
tus or ischial sinus is treated by brine bath, ex- 
posure to air under a bed cradle without dressing, 
and dusting with sugar; both brine solution and 
sugar help demarcating and débriding the necrosis 
by hygroscopic action. General supportive therapy 
is instituted, such as multiple feeding of a high pro- 
tein and high carbohydrate diet, administration of 
testosterone as an anabolic agent, and blood trans- 
fusions. A diverticulum which develops parasag- 
ittaly (fig. 1C) is excised (two cases). Rarely, if at 
all, is it possible to remove the urethral catheter; if 
continuous catheter drainage is maintained in a 
patient with reflex bladder function, attempts must 
be made by drug therapy * to prevent bladder con- 
tracture, 

The prevention of perineal diverticulum is more 
important than the therapy. Prophylaxis is twofold: 
1. The patient must be indoctrinated not to jeop- 
ardize his ischial region by prolonged sitting, which 
leads to ulceration, starts the chain reaction, and 
may end in the development of perineal diverticu- 
lum. 2. When removal of the ischium is performed 
the inferior pubic ramus must be spared as much as 
possible in order not to interfere with the suspen- 
sion of the triangular ligament. The idea of “pro- 
phylactic removal of the ischium” must be rejected, 
although it is entertained by some plastic surgeons 
who advocate the removal of the remaining healthy 
ischial tuberosity after unilateral removal of the 
ischium has been performed for decubitus ulcer." 


Summary 


Perineal urethral diverticulum has been observed 
in 22 of 48 patients after removal of the ischium 
(46%). It occurred in 8% of the cases with uni- 
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lateral and in 58% with bilateral removal of the 
ischium. It did not occur in a single case of 171 
patients without removal of the ischium, screened 
additionally and at random. Pathogenically, peri- 
neal diverticulum results from interference with 
the suspension of the triangular ligament and 
removal of the ischial tuberosities, thus expos- 
ing the pars diaphragmatica and the pars nuda 
urethrae to pressure. The incidence of this com- 
plication is greater (86%) in patients with flaccid 
than with spastic paralysis, reflecting the generally 
greater occurrence of surgically treated ischial 
decubitus ulcers in patients with flaccid paralysis 
(60%) than in those with spastic paralysis. 

The diagnosis is made clinically (ischial sinus, 
perineal swelling, or ulcer ), urethrosystographically, 
and urethroscopically. Treatment consists in the 
majority of cases of introducing an indwelling 
catheter and of improving the general condition 
with diet, enhancing anabolism by testosterone 
therapy, and giving blood transfusions. In the rare 
cases of small-necked parasagittal lesions, diverticu- 
lectomy is done. Prophylaxis consists of indoctrina- 
tion of the patient in order to avoid the primary 
cause of perineal diverticulum, i. e., ischial decubi- 
tus ulcer. When removal of the ischium is done, that 
part of the pubic ramus must be spared which 
serves for the attachment of the triangular ligament. 
“Prophylactic removal of the ischium” is contra- 
indicated. 

5901 E. Seventh St. (4) (Dr. Comarr). 
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BIOLOGICAL FALSE-POSITIVE RESULTS IN SEROLOGIC 
TESTS FOR SYPHILIS 


FINDINGS IN A LOW SOCIOECONOMIC POPULATION GROUP 


George W. Waring Jr., M. D., Alfred S. Lanes, M.D. 


Herbert Mescon, M.D., Boston 


The 50th anniversary of the discovery of the 
Wassermann reaction was celebrated in 1956 with 
a restraint imposed by some uncertainty as to its 
reliability. Reservations about this procedure and 
its modifications are not new, for they were long 
ago classified as reagin tests. The term reagin indi- 
cates a seroreactive substance which may or may 
not be a true antibody, and the Wassermann re- 
action received this nondescript, poor-relation status 
years ago. Nevertheless, the test quickly proved its 
clinical usefulness and, somewhat paradoxically, 
acquired diagnostic authority nearly absolute in 
degree. For practical purposes, Wassermann reac- 
tivity has been viewed as synonymous with syphi- 
litic infection. Physicians nevertheless have regu- 
larly encountered patients with persistently positive 
findings on reagin tests in whom syphilis seemed 
to some degree improbable, and the idea that some 
of these reactions are falsely positive gained grad- 
ual acceptance. 

This concept, however, rested wholly on clinical 
opinion until the investigations of Nelson and 
Mayer,’ which revealed in syphilitic serum an anti- 
body independent of Wassermann-reactive sub- 
stance. This has been made the basis of a diag- 
nostic procedure called the Treponema pallidum 
immobilization (TPI) test, which has great value 
as a verification technique. More recently, comple- 
ment-fixation reactions have been devised with use 
of extracts of treponemes, and they too detect anti- 
body other than reagin.’ Results of the treponemal 
tests are positive in a high percentage of patients 
with syphilis after the second or third month and 
rarely, if ever, show positive reactions in healthy 
persons free of any suspicion of infection. The 
specificity of these reactions is high, but the tests 
are technically difficult to perform and for a number 
of reasons will not detect 100% of cases of syphilis. 
This limitation is clearly demonstrated in a recent 
report * from a laboratory of excellent standards 
where the results of each test were negative in 
about 5% of serum samples positive to the other. 

In 1952, Moore and Mohr * reported on 300 Cau- 
casian patients, all of good economic status, from 
their private consulting practice. None of these 
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Seventy-five patients with repeatedly posi- 
tive standard serologic reactions for syphilis 
were given the Treponema pallidum immo- 
bilization (TPI) test. No included person had 
a history or physical findings suggesting in- 
fection, and no patients referred as having 
contact with syphilis or discovered to have 
an infected consort were accepted. Twenty- 
three of the series were Caucasian and varied 
widely in socioeconomic background. In 
39% of these the results of the TPI test were 
negative and were classified as probable 
false-positive reactions. Fifty-two of the pa- 
tients were Negroid and thought to be a 
relatively homogeneous social and economic 
group. All had positive reactions to the TPI 
test. This striking difference is consistent 
with the accepted epidemiology of syphilis. 
The authors emphasize the importance of 
the background and habits of patients in 
interpretation of the results of serologic tests 
for syphilis. 


had any evidence of syphilis except persistently 
positive standard tests. Forty-three per cent had 
negative findings on the TPI test and were regarded 
as false-positive reactors. This estimate has been 
affirmed by numerous others,’ though the socio- 
epidemiologic background of the patients in later 
studies has been less clearly defined. At all events, 
the reliability of conventional serodiagnosis of 
syphilis has been vigorously challenged. The result- 
ing enthusiasm for the diagnosis of the false-posi- 
tive reaction has been certainly great—and probably 
excessive. Witness that, of 1,407 serums from pa- 
tients with this diagnosis, submitted by physicians 
across the United States, 45% were found to be 
positive on treponemal tests.* 

Since little published information has appeared 
dealing with the problem in social and racial ele- 
ments in which syphilis is especially prevalent, a 
small-scale study of the question has been under- 
taken in the Genito-Infectious Disease Clinic of the 
Massachusetts Memorial Hospitals and the depart- 
ment of dermatology of the Boston University 
School of Medicine. 
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Materials and Methods 


In general, the Caucasian patients studied were 
those in whom the clinic physicians have felt the 
need for diagnostic verification. The Negro patients, 
on the other hand, were unselected. 

Referrals to the clinic were largely from the 
epidemiologists of the Department of Public Health 
and from the ward and outpatient services of our 
own and a large municipal hospital. Documented 
reagin reactivity for at least three months was re- 
quired for inclusion in the study. No patients re- 
ferred as having contact with syphilis or discov- 
ered to have an infected consort were accepted. 
However, numerous cases or contacts of gonorrhea 
are included. 

No included person had a history or physical 
findings suggestive of infection. The majority had 
spinal fluid examinations; findings in these were 
normal except in two persons, who had a slight 
protein level elevation. 

Sixty-nine per cent of the group were Negro. Of 
incidental interest are the facts that 35% were at 
one time partners of broken marriages and several 
referrals were from correctional or penal agencies. 

No effort was made to exclude patients with 
other chronic disease. One patient each with lupus 
erythematosus, sarcoid, hemochromatosis, gout, dia- 
betes, and recently active tuberculosis was includ- 
ed in the series, and all had seemed to have syphi- 
lis except the patient with lupus erythematosus. 


The study group comprises all but seven of those 
subjected to the TPI test. These were dropped 
chiefly because of inadequate serologic study to 
qualify as having real problems or because con- 
vincing clinical evidence of infection was discov- 
ered during observation. 


Results 


Immobilization tests have been obtained for us 
by Venereal Disease Division, Massachusetts De- 
partment of Public Health. Of the total series of 
75 patients, 9 (12%) had negative findings. All of 
these probably false-positive reactions were in the 
Caucasian group, the selection of which has already 
been discussed. All of the 52 Negro patients had 
positive reactions. 

Acknowledging the statistical limitations of this 
small study, it appears reasonable to suggest that 
the false-positive phenomenon occurs about one- 
fourth as often in the socioeconomic group which 
attends our clinic as in patients of more fortunate 
background and that it is quite rare in the Negro 
race. 

Comment 

Assuming that our Negro patients are persons of 
wide-ranging sexual activity within a group seeded 
with infection, this study becomes simply a dem- 
onstration of the epidemiology of syphilis, and as 
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such it is presented. It underscores the importance 
of this kind of information in clinical diagnosis. 
Examination of the sexual partner(s) of a patient, 
as well as his children and often his parents, is 
a vital part of the diagnostic (and the public 
health) investigation. It is also important for the 
physician to develop an estimate of the patient's 
sexual habits. Pursued with tact and kindness, this 
matter is not always as futile as is sometimes sup- 
posed. To this circumstantial evidence should be 
added the spinal fluid findings and review of the 
patient's general medical status in search of clues 
to chronic disease known to cause false-positive 
reactions. It is well to include conventional hema- 
tological and urine studies and, perhaps, albumin 
and globulin measurement in the blood. Trepone- 
mal tests can then be interpreted against this back- 
ground, It is easy to visualize situations in which 
results should be ignored if negative and are there- 
fore superfluous. If positive, they are probably de- 
finitive. 
Conclusions 

The limitations of reagin tests are fully acknowl- 
edged. Fallibility of the treponemal tests, of a lesser 
order of magnitude, must be recognized. In our 
own study, by using epidemiologic preselection, we 
have assembled a group in which the margin of 
error of the reagin tests approaches zero, and we 
suggest that published rates approaching 50% result 
largely from the same factors applied in reverse. 
Our data are also a reminder of the importance of 
epidemiologic considerations in the diagnosis of 
syphilis. Finally, the clinician must collect and eval- 
uate a variety of information, accepting the fact 
that not all problems and uncertainties can be re- 
solved in the laboratory. 

750 Harrison Ave. (18) (Dr. Waring). 
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CLINICAL NOTES 


COARCTATION 


REPAIR WITH RELIEF OF HYPERTENSION 


REPORT OF A CASE IN A FIFTY-SEVEN-YEAR-OLD MAN 
C. Frederick Kittle, M.D., James E. Crockett, M.D. 


and 


E. Grey Dimond, M.D., Kansas City, Kan. 


Individually there is nothing unique about the 
age of 57 years, incapacitating hypertension, or co- 
arctation of the aorta. However, the association of 
these three and relief of the latter two by a surgical 
procedure at an age when operation is not usually 
advised is sufficiently provocative to warrant de- 
tailed consideration. 


Report of a Case 


A 57-year-old man had been observed at the University of 
Kansas Medical Center since 1954, at which time he had 
been given a diagnosis of coarctation of the aorta. He had 
known of his hypertension since the age of 18 years. His 
complaints were of exertional dyspnea, fatigue, headaches, 
and vertigo and had been particularly severe since 1951. An- 
gina occurred with exertion. In 1955, he had an episode of 
sudden headache, nausea, dizziness, and slurred speech 
which was diagnosed as a cerebral thrombosis. Coldness and 
exertional claudication of his legs had been present for 
many years. 

For the three months prior to his admission in 1957, head- 
aches and vertigo occurred daily to such an extent that he 
was forced to discontinue work and remain at bed rest. 
Inquiry revealed that he had had mumps at the age of 16 
years with a secondary orchitis. He was married and had one 
daughter. 

Physical examination showed a ruddy-faced adult with 
smooth features, a eunuchoid body, finely textured skin, and 
bilateral gynecomastia (fig. 1). Arm blood pressures were 
190-210 mm. Hg systolic and 80-90 mm. Hg diastolic. Blood 
pressures could not be determined in the legs by ausculta- 
tion. Examination of the eyegrounds showed an increased 
tortuosity of the retinal vessels with moderate arteriovenous 
compression. No hemorrhages, exudates, or papilledema were 
noted. Prominent pulsations were noted in the carotid and 
subclavian arteries, and collateral circulation could be 
palpated over the upper part of the chest. At the aortic 
area there was a grade 3 harsh systolic murmur with ac- 
centuation of the second aortic sound. There was a normal 
sinus rhythm. A systolic murmur could be heard over the 
interscapular area of the chest wall. The femoral artery 
pulsations were barely palpable, while the dorsal pedal and 
posterior tibial pulses could not be felt. The testes and ex- 
ternal genitalia were smaller than usual, although the body 
hair was normal in distribution. 

An electrocardiogram showed left ventricular hypertrophy 
and ischemia. Chest roentgenograms revealed an enlarged 
heart, particularly the left ventricle, and notching of the 
inferior surfaces of the third to eighth ribs bilaterally. The 
aortic knob was diminished. The 24-hour 17-ketosteroid 
excretion on two occasions was 7.2 mg. and 13.6 mg. 
(normal range 10-20 mg. ). 

In view of the patient’s severe and increasing disability, 
operation was advised and done on Oct. 4, 1957. Endo- 
tracheally administered nitrous oxide-oxygen was used for 
anesthesia. Abundant collateral circulation was encountered 
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in the chest wall, particularly in the subcutaneous and inter- 
muscular areas. An “adult” type of coarctation was present 
distal to the left subclavian artery with marked poststenotic 
dilatation of the descending aorta. The aortic arch measured 
22 mm. in diameter, the left subclavian 16 mm., and the 
dilated descending aorta 37 mm. An atherosclerotic plaque 
was noted along the medial side of the aorta proximal to the 
coarctation. In general, the aorta was quite elastic and 
supple in consideration of the patient’s age. After mobiliza- 
tion of the vessels in this area, a segment of aorta 2 cm. 
long was excised. The internal orifice at the coarctation was 


Fig. 1.—Patient with bilateral gynecomastia and eunuchoid 
stature. 


2 by 3 mm. (fig. 2). Direct end-to-end anastomosis could 
then be accomplished with use of a 0000 silk suture. An 
anastomosis measured at 25 mm. in diameter was obtained. 
During dissection about the coarctation and until the 
anasiomosis was completed, trimethaphan (Arfonad) cam- 
phorsulfonate was administered intravenously to maintain a 
hypotension of approximately 60-90 mm. Hg systolic. 

Postoperatively, the blood pressure was normal; it has 
remained at normal levels subsequently, varying in a range 
of 120-150 mm. Hg systolic and 70-80 mm. Hg diastolic. A 
chest film taken two weeks postoperatively showed a marked 
decrease in heart size, and later films revealed a normal size 
and contour ( fig. 3). 
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When seen two and again six months postoperatively, the 
patient stated that, since operation, no headaches or vertigo 
had occurred. Other cardiovascular symptoms were not pres- 
ent. Blood pressures in the arm were 140/80 and in the 
leg 190/110 mm. Hg. 


Fig. 2.—Resected segment of aorta containing coarctation. 


Comment 


Since the operative correction of coarctation was 
first accomplished in 1945,’ many discussions regard- 
ing indications for treatment, and particularly re- 
garding the age limits for this procedure, have 
occurred.* O'Sullivan and Glenn," in discussing con- 
traindications to the repair of coarctation, stated: 
“We have set no upper age limit for operation, but 
certainly a person in his forties presents an in- 
creased risk, a more difficult operation and a lesser 
likelihood of reversion to normality.” 

In consideration of this subject, the operative 
technical difficulties, as well as irreversibility of the 
hypertension in the older patient with coarctation, 
have been stressed. Thus, O'Sullivan and Glenn 


Fig. 3.—Roentgenogram of chest showing, A, preoperative cardiomegaly and rib notching (arrows) and B, postoperative 
diminution in heart size. 


mentioned a woman, aged 40, who underwent a 
successful operative procedure but whose hyper- 
tension persisted. Adequacy of the anastomosis 
was demonstrated by angiography. Clagett and 
Jampolis * told of exploration in a 50-year-old 
woman with coarctation in whom resection could 
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not be completed for technical reasons. Similarly, 
Gross * described a 50-year-old patient whose co- 
arctation was repaired with relief of hypertension 
but who postoperatively showed signs of spinal cord 
damage. Herron and co-workers ® reported on a 
49-year-old man with coarctation of the aorta and 
partial, probably secondary, Brown-Séquard syn- 
drome. Operative correction of the coarctation in 
this patient was followed by relief of the hyper- 
tension. 

The question of operability in the older age group 
is also compounded by such degenerative changes 
near the coarctated aortic segment as aneurysm 
formation and atheromatous and _arteriosclerotic 
plaques. These constituted an important considera- 
tion to anastomosis prior to the availability of ac- 
ceptable vascular prostheses. Since the introduction 
of satisfactory prostheses, the restoration of aortic 
continuity should no longer pose as prominent a 
problem technically. 

The use of hypotensive anesthesia for brief opera- 
tive periods has proved to be an important technical 
adjuvant for great vessel procedures, facilitating the 
mobilization of vessels near the coarctation as well 
as the actual anastomosis.’ 

The significance of this patient's eunuchoid ap- 
pearance deserves comment and may explain, to 
some extent, the lack of degenerative changes in his 
vascular system. There have been suggestions that 
eunuchs do not develop arteriosclerosis as early to 
the same extent as individuals with normal andro- 
genic function. However, this is still controversial,* 
and proof of decreased androgen in our particular 
patient, apart from his appearance, is lacking. 


It is of particular interest in this patient to note 
that his hypertension, although present for 39 years 
preoperatively, was not fixed and irreversible but 
did revert to normal after excision of the coarctation 
and establishment of a satisfactory aortic lumen. As 
yet, no test has been devised to determine which 
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patients will have unresponsive hypertension after 
coarctation repair, and the burden of proof must be 
with those who advise against operation in the 
presence of this anomaly. 

Summary 

A 57-year-old man with known hypertension for 
39 years due to coarctation of the aorta was in- 
capacitated by daily headaches, vertigo, angina, and 
dyspnea. Operative correction of the coarctation 
was done with prompt subsidence of his blood 
pressure to normotensive levels and complete relief 
of his symptoms. 

Age, per se, should not be a contraindication to 
the operative correction of coarctation when symp- 
toms are present. The availability of satisfactory 
vascular prostheses and use of hypotensive anes- 
thesia are valuable adjuvants to facilitate manage- 
ment of the technical problems encountered with 
this anomaly. 

University of Kansas Medical Center, Rainbow Boulevard 
at 39th Street (12) (Dr. Kittle). 
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Effective control of alcoholism by chemotherapy 
dates from 1943, when Asmussen and co-workers ' 
and Jacobsen and Martensen-Larsen’ first de- 
scribed the reaction of patients receiving disulfiram 
and alcohol. In 1951, Graham * demonstrated that 
disulfiram interferes with the metabolism of alcohol 
by inhibiting it at the acetaldehyde stage. Physical 
symptoms of the alcohol-disulfiram reaction (flush- 
ing, headache, tachycardia, and dyspnea) are 
believed to be due to the accumulation of acetalde- 
hyde, and these symptoms are sufficiently unpleas- 
ant to serve as deterrents to further drinking. The 
value of disulfiram has been generally recognized, 
but its application has been limited by certain 
unpleasant side-effects, the most common of which 
are gastrointestinal disturbance, impaired taste, 
unpleasant breath and perspiration odors, lassitude, 
drowsiness, and diminished sexual potency. 

In 1953, Fergusen * reported that citrated calcium 
carbimide (Temposil) in the presence of ingested 
alcohol produced an acetaldehyde reaction similar 
to that of disulfiram and alcohol. Either citrated 
calcium carbimide or disulfiram plus alcohol pro- 
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duced flushing of the face (mal rouge), tachycardia, 
dyspnea, fall in blood pressure, nausea, vomiting, 
and sleep lasting four to six hours. In their first 
report, Armstrong and Kerr ° found that 19 patients 
experienced no side-effects from citrated calcium 
carbimide given daily up to four months. In a more 
recent report,” Armstrong stated that 29 patients 
were kept on therapy with this drug for as long as 
nine months without adverse symptomatology. Sev- 
eral of the patients did, however, manifest an ele- 
vated white blood cell count, a finding which is 
currently being explored. The 64 patients treated 
by Bell’ responded favorably to therapy with this 
drug without the toxic side-effects encountered 
with disulfiram. It has been demonstrated by Smith 
and co-workers * that citrated calcium carbimide 
exerts its effect within 30 minutes and this effect 
lasts 8 to 12 hours after a single dose. 


Methods 


The clinical use of citrated calcium carbimide in 
the treatment of chronic alcoholism was explored. 
This drug was supplied for research purposes and 
is not yet available on the general market. Thirty- 
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eight patients were given 50 mg. of the drug daily 
for periods up to 11 months (27 of the group had 
previously received disulfiram). There were 12 
women and 26 men. All were ambulant and 21 
were employed. A detailed history was taken and 
a physical examination completed prior to treat- 
ment. Psychological testing was performed when 
indicated. An electrocardiogram, basal metabolic 
rate determination, hemogram, urinalysis, deter- 
minations of fasting blood sugar level, sulfobro- 
mophthalein retention, and cephalin flocculation, 
and a chest x-ray were included as part of the 
examination. 

Coronary artery disease, arrhythmia, congestive 
failure, severe hepatic insufficiency, or latent psy- 
chosis were considered absolute contraindications to 
treatment. Patients with moderately impaired he- 
patic function and no jaundice (sulfobromophthalein 
retention of 15 to 20% and cephalin flocculation of 
1+ to 3+-) were given citrated calcium carbimide. 

All patients had been unable to stop drinking 
even though they had previously tried several other 
methods of treatment. Each agreed to remain under 
medical supervision for a minimum period of six 
months and was asked to attend meetings of Alco- 
holics Anonymous. A supply of drug sufficient to 
carry the patient to the next office visit was given 
with instructions to take one tablet each morning. 
No patient was required to undergo alcohol condi- 
tioning, and each was instructed to discontinue 
medication for four or five days if the desire to 
drink could not be controlled. All were cautioned 
to avoid alcohol in cough syrup, elixirs, and mouth 
wash. 

Since constructive attitudes at home were con- 
sidered important, consultation with the family was 
included in preliminary discussion and follow-up 
visits. Family members were asked to attend Alanon 
Family Group meetings or family guidance clinic 
in order to understand and help the drinking mem- 
ber of their family. 

Results 


Of the 38 patients under study, 19 (50%) were 
treated for a total of 164 months; no relapse oc- 
curred, and they were considered to have obtained 
excellent results. Eleven patients (29%) with 15 
relapses and 45 months of treatment were classified 
as attaining satisfactory results. During treatment 
they improved physically, lost fewer work days, and 
displayed increased insight. The remaining three 
patients (21%), with three or more relapses each 
and 34 months of total treatment, were unimproved. 
Their pattern of drinking and their physical and 
emotional status were unchanged by treatment. 

Two patients experienced a mild acetaldehyde 
reaction after ingesting alcohol. Both recovered 
promptly without treatment. No serious side-effects 
or toxic reactions were observed, and there were 
no deaths in the group during the period of study. 


CITRATED CALCIUM CARBIMIDE—MITCHELL 2009 


The sulfobromophthalein retention was increased 
in 4 (10%), decreased in 9 (24%), and unchanged in 
25 (66%). Leukocyte count was unchanged in 19 
(50%), decreased in 5 (19%), and increased in 15 
(38%), Leukocytosis was present in the latter group, 
with an average count of 2,000 per cubic millimeter 
above normal. Differential count, hemoglobin level, 
and erythrocyte count remained normal in all pa- 
tients. No accumulative effect, lassitude, drowsiness, 
diminished sexual potency, altered taste, or gastro- 
intestinal symptoms were observed. Patients with 
medical complications due to excessive drinking 
received appropriate treatment in addition to the 
citrated calcium carbimide and in each case re- 
sponded favorably. 


Summary 


Thirty-eight patients with chronic alcoholism 
were given 50 mg. of citrated calcium carbimide 
daily for periods up to 11 months, with favorable 
response in 30 (79%). No serious side-effects and no 
deaths occurred. Since relative leukocytosis and 
increased sulfobromophthalein retention was ob- 
served in some patients, laboratory and follow-up 
examination are necessary until the significance of 
these findings can be evaluated. No patient receiv- 
ing citrated calcium carbimide experienced the 
side-effects associated with disulfiram. This drug 
is a useful adjunct to other measures in the treat- 
ment of alcoholism. It provides the alcoholic patient 
a period of enforced abstinence during which neces- 
sary insight and understanding may be developed. 

2029 Que St. N. W. (9). 

The citrated calcium carbimide used in this study was 
supplied as Temposil by Lederle Laboratories Division, 
American Cyanamid Co., Pearl River, N. Y. 
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EVALUATION 


In the course of the annual diabetes detection 
drives from 1948 through 1956 at the Woman’s 
Medical College of Pennsylvania, we accumulated 
1,068 random blood glucose determinations, on 
936 women, by the Folin-Wu method. Duplications 
represent different years or rechecks of question- 
ably abnormal values; if the rechecks confirmed 
the presence of diabetes, only the original value 
was included in the series to be presented here. 
Ages ranged from 3 months to 79 vears; 739 per- 
sons were under 40. Three hundred twelve were 
5 Ib. (2.3 kg.) or more overweight; 307 gave a posi- 
tive family history of diabetes. There was no prep- 
aratory period of high carbohydrate intake and no 
standard pretest meal. The types of food taken 
and the time of the last meal or snack were noted. 
All individuals were ambulant; the degree of ac- 
tivity between the last feeding and venipuncture 
varied. 

These random blood glucose levels were arranged 
in frequency distributions from the lowest to the 
highest blood glucose level at seven time inter- 
vals: fasting, one-half, one, one and one-half, two, 
two and one-half, and three hours after food in- 
take. Determinations done more than three hours 
after eating were classified as fasting levels. 


Analysis of Determinations 


All seven frequency distributions were skewed 
to the right. One blood glucose determination was 
51 mg. % at one hour; recheck was normal. This is 
the only value in the range of 50-59 mg. % that oc- 
curred in a series that since has totaled 1,685 cases, 
and we question its accuracy. If it is ignored, the 
lower level of the range of blood glucose values 
among these women becomes 65 mg. %. Since the 
Folin-Wu method includes 19-31 mg.% of non- 
glucose-reducing substances in the blood, 65 mg. % 
by this method represents 34-46 mg. % of true blood 
glucose. The reason for the relative fixation of the 
lower limit becomes clear: a blood glucose level 
persistently below this level is incompatible with 
human life. It is also apparent that if the frequency 
distributions were not skewed to the right one 
should suspect that a sampling error had occurred, 
since comparable degrees of hyperglycemia are 
entirely compatible with human life. 


From the Department of Medicine, Woman’s Medical College of 
Pennsy!vania, 

Read, in part, before the Section of Physiology, Federation of Ameri- 
can Societies for Experimental Biology, Philadelphia, April 17, 1958. 
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For each of the seven frequency distributions 
the following points were located: the nadir (low 
point ), the mode, the median, the arithmetic mean, 
and the levels at or below which findings in 90, 95, 
96, 97, 98, and 99% of the population fell. The latter 
are percentile points. The mode is the value around 
which the items tend to concentrate; because it is 
the most typical value, it is the most descriptive 
average. These points have been plotted on a graph 
(see figure) whose ordinate is blood glucose in mil- 
ligrams per cubic centimeter and abscissa is time in 
minutes, and corresponding percentile points at 
different times have been joined by continuous 
curves. The nadir, mode, and what we have labeled 
the “96th percentile curve” are represented by solid 
lines. From the 90th to the 96th percentiles the 
curves show two peaks, which might be called 
primary and secondary peaks, and three relative 
low points: fasting, two hours, and three hours 
after intake of food. The 97th percentile curve 
lacks the two-hour low point. The 98th percentile 
curve shows a peak in place of the two-hour low 
point and a rising tendency in place of the three- 
hour low point. In brief, for this particular popula- 
tion a change in the general contour of the upper 
percentile curves begins at the 97th percentile and 
is further accentuated above it. 


Comment 


The purpose of this presentation is to show the 
range of blood glucose levels which occurred in 
the population which was studied and the percent- 
age of the population which fell within any given 
limits. Blood glucose homeostasis is a dynamic state; 
it is an open system, constantly receiving material 
from and releasing material to its environment, but 
it is a system which has boundaries. The bounda- 
ries are determined by the fact that, when the lim- 
its of such a steady state are exceeded, the state 
disappears—in this instance the state disappears 
when the capacity to return spontaneously toward 
the median is lost (irreversible hypoglycemia, ful- 
minating hyperglycemia). These limits are not ab- 
solutes; the level of blood glucose at any given 
moment is the net result of multiple simultaneous 
variables, some of which are interdependent, and 
whose effects may be positive or negative; the 
limits are functions of the variables. Among appar- 
ently normal individuals one encounters isolated or 
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BLOOD GLUCOSE LEVELS—MACY ET AL. 


even occasional elevations of blood glucose to levels 
which usually connote diabetes; among diabetics, 
there are those who neither take insulin nor follow 
any dietary regimen yet under many conditions 
have blood glucose levels within the accepted 
“normal” range. Under fasting conditions, when 


2011 


the glucose load is minimal, there is a marked 


overlap among blood glucose levels of diabetic 
and nondiabetic individuals. 

Observation of all possible combinations of vari- 
ables would be necessary to determine the boun- 
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daries of an open system. This is impractical, and 


Blood Glucose, milligrams % 


Curves of nadirs, modes, medians, and certain percentiles from 1,068 random determinations of blood glucose levels ( Tolin- 
Wu method, with venous blood of ambulant women ). 
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one can only approximate those boundaries by 
making a definite number of observations on spon- 
taneously occurring combinations of variables. This 
approximation to the boundaries of blood glucose 
homeostasis is a crude estimate of the probability 
of the maintenance of the steady state. The mode, 
in turn, is an approximation to the most typical 
level of blood glucose, toward which the system 
tends no matter what the variables. 

Returning to the figure, it can be seen that the 
blood glucose levels represented in the 97th and 
98th percentiles fall in a range not uncommonly 
seen among untreated persons with mild diabetes 
in the absence of complications. Of the population 
screened, 3.9% had blood glucose levels above the 
96th percentile curve, the highest percentile to con- 
form with the 90th, an upper percentile which re- 
flects normality since we know that less than 10% 
of the population is diabetic. The incidence of dia- 
betes among the population as a whole in the 
United States has been estimated to be about 2%. 
The population represented in the figure was ex- 
clusively female, one-third over 40 years of age, 
one-third overweight, and one-third with a posi- 
tive family history of diabetes—all situations in 
which diabetes is more common—so that an inci- 
dence of 3.9% in such a group is not utterly im- 
probable. The correlation between clinically estab- 
lished facts and the range in which atypical con- 
tours appear in the percentile curves suggest that 
the region of these changing contours marks the 
usual range of the upper limit of blood glucose 
homeostasis for the particular population screened, 
i. e., ambulant women. It must be emphasized 
that if one were screening a different population— 
overweight women only, thin women only, or some 
other group—the region of changing contours of 
upper percentile curves would not necessarily be 
identical. In fact, where physiological differences 
which influence carbohydrate metabolism exist be- 
tween two groups, the contours of the percentile 
curves would necessarily be different; when the 
components of the system are changed, the condi- 
tions for homeostasis are changed. If the combina- 
tions of variables which are included in the system 
under observation have been limited, the result is 


LAUCOMA.—Although there has been long recognized danger of glaucoma in 
patients being treated with the usual belladonna-like drugs, the neurologic 
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to define a limited portion within the general steady 
state. The identification of the zone between normal 
and abnormal depends on the contours of the 
curves in relation to time, which reveals whether 
the system is tending to maintain itself. 

If this reasoning is valid, we have in the data 
presented here a useful empirical criterion for the 
specific situation of random blood glucose levels 
among ambulant women and, in addition, a general 
method for the evaluation of certain types of steady 
states in biology. Confirmation or refutation of the 
validity of the method rests on further empirical 
observation. 

Summary 


Blood glucose levels were determined by the 
Folin-Wu method on 1,068 blood specimens drawn 
from an apparently well female population which 
ranged in age from 3 months to 79 years. Samples 
were obtained in the fasting state and up to three 
hours after intake of food. There was no prepara- 
tory period of high carbohydrate intake and no 
standard pretest meal. Results were arranged in 
frequency distributions at 30-minute intervals. The 
nadir, mode, median, and mean and the 90th, 95th, 
96th, 97th, 98th, and 99th percentile points were 
located for each group; corresponding points at 
the different time intervals were joined by continu- 
ous curves. The curves represent blood glucose 
levels as these actually occur among ambulant 
women under usual conditions. It is suggested that 
the range between the nadir and the 96th percentile 
curve represents the range of blood glucose homeo- 
stasis under these conditions and that the 97th 
percentile and above represents diabetes mellitus. 
It is shown that there is a level of blood glucose 
toward which the system tends no matter what the 
variables (such as food and exercise ). 

This method of evaluating random blood glucose 
levels yields an approximation to the boundaries 
of blood glucose homeostasis for the particular 
population observed. It is a method for estimating 
the probability of the maintenance of the steady 
state and, hence, a potentially useful method for 
the study of such states. The validity of the method 
can be determined only by further observation. 


705 Beechwood Rd., Media, Pa. (Dr. Macy). 


literature is empty of such reports in the treatment of Parkinsonism. In a 
random sample of Parkinson patients studied by means of recording intraocular 
tension, only one minimally abnormal value was obtained and no patient ex- 
perienced any subjective symptoms suggestive of glaucoma. It would appear that the 
predisposition to glaucoma in the individual patient is of far more importance than 
the mere use of a parasympatholytic anti-Parkinson drug. If the neurologist takes a 
careful initial and follow-up history, the danger of his patients with Parkinson’s dis- 
ease or syndrome developing glaucoma is quite small.—C. F. Edwards, M.D., and 
D. S. O'Doherty, M.D., Anti-Parkinson Drugs and Their Relationship to Glaucoma, 


Bulletin Georgetown University Medical Center, September, 1958. 
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CHRONIC RECURRING SPONTANEOUS PNEUMOTHORAX DUE TO 


ENDOMETRIOSIS 


Chronic recurring spontaneous pneumothorax is 
a relatively common disorder which usually results 
from rupture of subpleural blebs. Endometriosis of 
the diaphragm, on the other hand, is an exceedingly 
rare lesion and, as nearly as can be determined, has 
never been reported in association with, or as a 
cause of, unilateral recurring pneumothorax. 

The following case report is presented because 
of the extreme rarity of the lesion involved and the 
unusual association of pneumothorax with the men- 
strual cycle. It is the first recorded instance of suc- 
cessful surgical treatment of chronic recurring pneu- 
mothorax by excision of a defect in the diaphragm 
that has resulted from endometriosis. 


Report of a Case 


A 35-year-old woman was first seen in consultation on 
March 13, 1953, because of pain and dyspnea resulting 
from a spontaneous pneumothorax on the right side. The 
patient had had two previous spontaneous pneumothoraces 
on the right, the first having occurred on Nov. 14, 1952. 
Findings on the general physical examination were negative 
except for distant breath sounds over the upper right part 
of the chest and hyperresonance of the percussion note due 
to a pneumothorax. Roentgenograms of the chest revealed 
a very minimal pneumothorax (150) over the extreme apex 
and the base of the right lung. No emphysematous blebs 
were apparent in any portion of either lung. Because of the 
small quantity of air in the chest and the absence of serious 
symptoms, removal of the air by thoracentesis or tube thora- 
costomy was not thought to be indicated. The patient was 
discharged from the hospital for follow-up care by her at- 
tending physician. She was again seen in consultation on 
March 20, 1954, approximately one year after the original 
examination, because of 12 new episodes of recurrent pneu- 
mothorax on the right side. All pneumothoraces were asso- 
ciated with pain and mild dyspnea and had been verified 
by roentgenographic examination of the chest. For the first 
time, the patient volunteered the information that all 15 
episodes of spontaneous pneumothorax had come during 
the period of menstruation. The important clinical signifi- 
cance of this observation was not appreciated at the time. 
Because of the chronicity of the lesion, open thoracotomy 
with possible tale poudrage and excision of any blebs that 
may not have been apparent on roentgenographic examina- 
tion was recommended. 

Right thoracotomy on March 31, 1954, revealed a_per- 
sistent moderate pneumothorax on the right side. Careful 
examination of all lobes of the right lung revealed no evi- 
dence of blebs. Testing of the lung with positive pressure, 
while saline solution was dripped over the surface, disclosed 
no points of air-leak. The lung parenchyma grossly pre- 
sented a normal appearance and consistency. The most re- 
markable finding involved the right diaphragm. Near the 
point of emergence of the inferior vena cava and extending 
radially and laterally in the central portion of the right leaf 
of the diaphragm was a circumscribed, oval-shaped area of 
attenuation which measured 4 by 3 cm. in diameter. Numer- 
ous purplish-red nodulations were apparent on this surface. 
In the central portion of the diseased area in the diaphragm 
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was an aperture 2 cm. in diameter. This communicated 
freely with the peritoneal cavity. The area of disease in the 
diaphragm, along with the defect, was widely and com- 
pletely excised. The consequent diaphragmatic opening was 
repaired with interrupted mattress sutures of cotton, size 0. 
Examination of the specimen showed that the disease had 
involved the complete thickness of the diaphragm. Final 
inspection of the superior surface of the diaphragm revealed 
a solitary purplish-red nodule, 1 cm. in diameter, which 
obviously represented supradiaphragmatic endometrial 
implant. This also was completely excised. Following re- 
expansion of the lung and the placement of an intrapleural 
catheter for water seal drainage, the chest wall was closed 
in layers. The postoperative diagnosis was endometriosis of 
the right leaf of the diaphragm resulting in perforation and 


Photomicrograph of excised lesion, showing endometrial 
stroma and glands extending through fibromuscular struc- 
ture of diaphragm. 


implant of endometrial nodules on the intrathoracic surface 
of the diaphragm. Microscopic examination of the surgical 
specimen showed extensive involvement of the fibromuscular 
stroma of the diaphragm by nests of endometrial stroma and 
glands (see figure). The single nodule on the supradiaphrag- 
matic surface was composed of endometrial tissue. 

The postoperative course of the patient was entirely un- 
eventful, and she was discharged from the hospital on her 
ninth postoperative day, being afebrile and ambulant, and 
with her right lung completely expanded. 

Because of pain in the pelvis and dysmenorrhea, the pa- 
tient was seen by a gynecologic consultant. Bimanual exam- 
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ination revealed adherence of the fundus and_ nodules 
throughout the adnexa. A diagnosis of pelvic endometriosis 
was made, and on Aug. 18, 1955, total hysterectomy with 
bilateral salpingo-oophorectomy was performed. The pa- 
tient’s postoperative recovery was again uneventful. In the 
four and one-half years after the thoracotomy, the patient 
has had no recurrent chest symptoms or pneumothorax. 
Comment 


Aberrant endometrial islands have been reported 
in many locations, including the ovaries, uterine 
ligaments, rectovaginal septum, sigmoid colon, uri- 
nary bladder, umbilicus, laparotomy scars, hernia 
sacs, appendix, vagina, vulva, cervix, lymph glands, 
and small intestine, and in bizarre locations, such 
as the upper and lower extremities, lungs, and 
pleura.’ Sampson’s* original theory of transtubal 
regurgitation of menstrual blood and endometrial 
particles, published in his original paper in 1921, 
could certainly explain the method of implantation 
of endometrial growths on the pelvic and _ intra- 
abdominal viscera, as well as on the inferior aspects 
of either leaf of the diaphragm. The lymphatic and 
hematogenous dissemination theory of Halban 
would be necessary to explain distant endometrial 
implants in the thigh, lung, and pleura.'* Distant 
spread without passing through the pulmonary 
capillaries could occur only by way of the vertebral 
veins or “lung shunts” which have apparently been 
demonstrated between the pulmonary arteries and 
veins bypassing the lung capillaries. 

In view of the concomitant finding of pelvic 
endometriosis and the involvement of all layers of 
the right leaf of the diaphragm, with perforation 
and supradiaphragmatic seeding demonstrated by 
thoracotomy, in the present case report, it would 
seem logical to conclude that the endometrial 
involvement of the diaphragm must of necessity 
have occurred as the result of transtubal regurgita- 
tion and transperitoneal dissemination. Exact ex- 
planation of the method of development of the 
pneumothorax on the right side is more difficult. 
However, the clinical observation that all episodes 
of pneumothorax occurred only during the time of 
menstruation, and the inability to demonstrate any 
source of lung leak or primary disorder in the lung 
which could explain any possible leakage of air into 


PNEUMOTHORAX—MAURER ET AL. 


HE FUNCTION OF THE BRAIN.—Any biological view of the function of the 
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the pleural cavity, would suggest that the recurrent 
pneumothoraces in the case reported here were the 
result of erosion and perforation of the right dia- 
phragmatic leaf by endometrial implant and the 
passage of air from the uterus by way of the fal- 
lopian tubes into the peritoneal cavity and then by 
way of the opening in the diaphragm into the 
pleural cavity, with consequent pneumothorax. Al- 
though we are unable to find any reports of spon- 
taneous pneumoperitoneum occurring during the 
menstrual cycle, the practical possibility of this is 
suggested by the free anatomic communication be- 
tween the cavity of the uterus with the peritoneal 
space by way of the fallopian tubes. Practical appli- 
cation of this knowledge is regularly used in the 
so-called Rubin test for patency of the tubes. Dur- 
ing this procedure, carbon dioxide is passed into 
the uterus and then by way of the tubes into the 
peritoneal cavity. During the test, patients may 
experience shoulder pain and present roentgeno- 
graphic evidence of pneumoperitoneum. 


Summary 


Chronic recurring pneumothoraces resulting from 
erosion of the diaphragm by endometrial implants 
during periods of menstruation occurred in a young 
woman. This was surgically corrected by excision 
of the involved portion of the diaphragm. The un- 
anticipated findings encountered at operation in this 
patient present an additional indication for explora- 
tory thoracotomy in all cases of unexplained, con- 
stantly recurring, spontaneous pneumothorax. 
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brain leads us to an unavoidable conclusion: consciousness is not unique to man, 

to the primates, or to the mammals: it goes back to the roots of vertebrate his- 
tory and has been progressively elaborated in content, coloring and complexity rough- 
ly in proportion to the evolution of the neuromuscular system. It cannot even be 
argued that consciousness is a unique vertebrate invention—the crab, the octopus, the 
butterfly, the ant, all possess sensory devices imparting to them the awareness of their 
world; all demonstrably engage in integrated time-binding, self-serving action, and it 
must be presumed that all participate in some proportional measures in conscious 
awareness of themselves and their environment.—H. W. Smith, The Philosophic Limi- 
tations of Physiology, Perspectives in Physiology, Washington, D. C., American 


Physiological Society, 1954. 
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Galactosemia and galactosuria characterize a 
hereditary disease caused by an inborn error of 
metabolism, which produces in an affected child 
the inability to metabolize galactose and _ lactose 
normally. Some appropriate terms that have been 
suggested and used synonymously are galactose 
diabetes, essential galactosuria, congenital galacto- 
semia, congenital galactosuria, galactosis, and galac- 
temia.' The term used here, galactose disease, is 
favored by Kalckar and his associates * who have 
recently done outstanding work on the fundamental 
etiology of the disorder. 

Cases of this disease were first described in Ger- 
many by von Reuss * in 1908 and by Goppert * in 
1917, and first in the United States by Mason and 
Turner * in 1935. In 1946, Goldbloom and Brick- 
man '* counted only seven previously reported cases 
when reporting two more. Since then, reports have 
appeared with increasing frequency; it now seems 
obvious that the disease is much more common than 
is generally believed. It is characterized by multiple 
manifestations, of varying severity, all presenting 
challenges to the biochemist, pathologist, clinician, 
and dietitian. The great importance of early recog- 
nition of galactosuria lies in the fact that deleterious 
effects of the disorder increase with its duration and 
that appropriate treatment (omission of milk from 
the diet) usually leads to prompt diminution or 
total disappearance of its various abnormal manifes- 
tations and to a good prognosis. 


Clinical Signs and Symptoms 


The main symptoms of the disease appear early, 
usually when the infant is one or two weeks old; 
in 90% of reported cases they were recognized 
within the first year of the infant's life. Jaundice, 
persisting far beyond the usual period of so-called 
physiological jaundice of the newborn infant, may 
constitute an early sign that more serious trouble is 
impending. Neonatal bleeding has been reported as 
an early complication.* This might conceivably re- 
sult from liver damage, with lowered prothrombin 
and fibrinogen levels in the blood, but these factors 
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seem to have been little studied. Goldbloom and 
Brickman ‘* reported low values for serum globulin 
in two infants. The course can be fulminant, with 
rapid development of hepatomegaly, splenomegaly, 
and ascites. Hyperchloremic acidosis has been ob- 
served, with low serum potassium level.” Death may 
occur within a few weeks or months. 

On the other hand, the course may be slow, as in 
the child reported by Ritter and Cannon,” in whom 
the cataracts and other features of the disease were 
not recognized clinically until she was five vears 
old. The history of the slower course usually in- 
cludes a report of slow growth or growth failure, 
feeding difficulties characterized by refusal of food, 
regurgitation, or vomiting, and sometimes diarrhea 
with yellow stools. Cataracts usually develop within 
the first year and have been reported as early as the 
13th day of life. Mental retardation becomes appar- 
ent with increasing age of the untreated infant. 
Hypochromic anemia, reported by some investiga- 
tors, may be a secondary result of feeding diffi- 
culties that can aggravate the tendencies to develop 
iron deficiency existing even in normal infants dur- 
ing the first and second years. Urinalysis reveals 
varying degrees of melituria, albuminuria, and 
aminoaciduria. 


Heredity 


Although it is generally accepted that galactose 
disease is determined genetically, its exact mode of 
transmission is not yet clearly defined. A positive or 
suggestive history of the disease among direct or 
collateral relatives has been elicited in about 30% 
of the reported cases. In several instances, the dis- 
ease has occurred in more than one sibling in a 
family. There is no evidence of sex linkage. In one 
pair of parents consanguinity was reported. 

Holzel and Komrower * searched for evidence of 
the trait in seemingly unaffected persons by per- 
forming galactose tolerance tests among parents 
and relatives of galactosemic infants in five families. 
Reduced tolerance for galactose as revealed by this 
test was found in at least one parent of each child 
with clinical galactosemia and in both parents in 
one instance. Three of six siblings, free of recog- 
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nizable signs of the disease, showed abnormal 
galactose tolerance curves. It seemed, therefore, 
that heterozygous carriers of the trait, who had no 
clinically notable manifestations, could be detected 
by their abnormal responses to the galactose toler- 
ance test. These observations were interpreted to 
indicate that inheritance of galactose disease is re- 
cessive, the overt form of the disease being mani- 
fested in individuals who are homozygous, with 
regard to the abnormal gene. An uncertainty of this 
argument lay in the fact that abnormal tolerance 
was not demonstrable in both parents of all children 
with the overt disease; but, as the authors point out, 
probably the test is not sufficiently sensitive to dem- 
onstrate an incomplete metabolic block. Holzel and 
Komrower ° suggest that this trait is much more 
common than was originally believed and that the 
gene is likely to become more widespread with im- 
proved treatment of the overt manifestations of the 
disease and with increasing survival of homozygous 
babies. 

The galactose tolerance test has, of course, long 
been used as an index of liver function in both acute 
and chronic liver disease. Hartmann and co-work- 
ers ° reported cases of transient galactosemia and 
galactose intolerance occurring in young infants as- 
sociated with diarrheal disease, malnutrition, and 
immaturity. Although the intolerance was regarded 
as a complication of the associated diseases, the 
possibility of a partial metabolic block of true 
galactose disease must be considered in the light of 
Holzel and Komrower’s concept of the heterozygous 
carrier with minimal physical manifestations of 
galactose disease. In such cases the associated dis- 
eases, acute or chronic, might conceivably act to 
aggravate an existing mild intolerance of galactose, 
genetically determined. Against this possibility 
Hartmann points out that the galactose tolerance 
curves of these infants became normal after recovery 
from their acute diseases.’ This fact, however, 
would not necessarily exclude the existence of a 
partial metabolic block.'° 


Pathology 


In patients with active clinical manifestations of 
galactosemia, anatomic changes are most prominent 
in the liver, kidneys, and the lens. The liver shows 
areas of cellular degeneration and necrosis, with 
bile stasis, abnormal pseudoacinar grouping of the 
hepatic cells, sometimes with fatty metamorphosis."' 
If the patient survives long enough, two types of 
cirrhosis may develop: the micronodular Laénnec’s 
type and cirrhosis associated with postnecrotic scar- 
ring.'* The kidneys may show swelling of the tubu- 
lar epithelium, with the cells containing what is 
often described as glycogen but which some investi- 
gators have suggested might be galactogen. B. H. 
Landing ** states, however, that, in some tissue sec- 
tions which he examined, the material did not have 
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the staining characteristics of galactogen. Cataracts 
in the lens may display either lamellar or central 
nuclear opacities."* 

The cause of the cellular changes is by no means 
clear. Evidence of direct toxic effects of galactose 
has been adduced from Dam’s “* experiments in 
which feeding of a high-galactose diet to chicks led 
to damage of the central nervous system; evidence 
is also available from experiments on rats, in which 
feeding high-lactose rations led to the development 
of cataracts.'® The latest and most plausible sugges- 
tion is that cellular damage is not caused by the 
galactose per se but by the cellular accumulation 
of galactose-1-phosphate, which has been found to 
inhibit several enzyme systems. 

No obvious histological signs of cellular damage 
in the brain have been described to account for the 
commonly observed mental retardation.'* Evidence 
of brain damage is limited to functional observa- 
tions, but, because the disease varies so much in its 
severity in different individuals, such evidence is 
difficult to interpret. Speculating on the nature of 
the impairment of central nervous system function 
that leads to mental retardation in galactosemic 
children, Mason and Turner’ suggested that the 
hypoglucosemia which is often found with hyper- 
galactosemia might lead to cellular damage, espe- 
cially in the brain. The fact that other types of 
hypoglycemia, acute and chronic, do not produce 
this kind of clinical picture makes this hypothesis 
doubtful."” 

The mentally deficient galactosemic child does 
not present neurological symptoms like those that 
develop after severe hypoglycemia (such as changes 
in the electroencephalogram ). It is true that recip- 
rocal changes in concentration of glucose and galac- 
tose in the blood occur during a galactose tolerance 
test and after a mixed meal containing milk. This 
shift may be a result of competition between galac- 
tose and glucose both in the intestinal mucosa dur- 
ing simultaneous absorption of the two sugars and 
in the enzyme systems of liver and other tissue, but 
the concomitant effects and consequences are not 
clear. 

It has been suggested that defective utilization of 
galactose may interfere with the synthesis of galac- 
tolipids, cerebrosides that are involved in the rapid 
myelinization which normally occurs in the first few 
weeks or months of life. Some investigators suggest 
that complete exclusion of galactose from the diet 
as part of treatment might have later deleterious 
effects, making the children more susceptible to 
demyelinating disease. Against this possibility, 
Holzel and associates * pointed out that the galac- 
tose required for synthesis of cerebrosides can be 
derived in situ from glucose by reactiuns in which 
the intermediation only of uridinediphosphogalac- 
tose (UDP galactose) and galacto-waldenase (later 
named UDP Gal-4-epimerase) is needed; these 
enzymes are available in the galactosemic child. 
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There is abundant evidence that, if therapy is 
begun early, the severe physical manifestations of 
the disease may be prevented, or reversed if already 
developed, especially with regard to liver damage 
and cataracts, but the complete prevention of men- 
tal retardation is less certain. In several reported 
cases in which treatment began early, the mental 
development of affected children is said to be 
normal. 


Biochemical Pattern and Diagnostic Procedures 


If the infant is taking a milk diet, a reducing sub- 
stance is invariably to be found in the urine, al- 
though not necessarily in everv specimen. It is im- 
portant to note that, when melituria is observed in 
a voung infant, the diagnosis of galactosuria should 
be considered before that of diabetes mellitus, the 
incidence of the former being at least four or five 
times more frequent. 

For the differential diagnosis of melituria, the 
recently available glucose oxidase methods have 
great practical value in excluding glucosuria. The 
specific enzyme, glucose oxidase, has been incorpo- 
rated in indicator papers. These were offered pri- 
marily for qualitative tests for glucose in urine in 
diabetic management; but aside from that use, the 
test is applicable for quick differential diagnosis of 
other types of melituria. When dipped in urine, 
these test papers turn blue in the presence of glu- 
cose but remain unchanged if glucose is not present. 
The test is negative with all reducing sugars other 
than glucose. In several instances, when infants 
were sent to the Cincinnati Children’s Hospital with 
a tentative diagnosis of diabetes mellitus, because 
so-called sugar had been found in the urine, the 
receiving physician, by means of this simple test, 
was able quickly to exclude the diagnosis of dia- 
betes; on the basis of history and physical findings, 
the tentative diagnosis was changed in the admit- 
ting room to galactosuria or to fructosuria (the lat- 
ter associated with evidence of acute hepatitis ), 
diagnoses that were later confirmed by chromato- 
graphic methods. 

For identification of reducing substances in the 
urine, the fermentation tests with veast, much used 
in the past, may vield presumptive evidence that 
the sugar is not glucose or fructose, i. e., most likely 
galactose, but it must be remembered that some 
yeasts do ferment galactose. Relatively simple tech- 
niques for paper chromatographic methods for the 
identification of sugars and amino acids in the urine 
have been described by Bickel and Hickmans,"* 
Hsia and associates,'* and Lockhart and Roboz.'* 

Aminoaciduria is an important feature of the pat- 
tern of biochemical disturbances that accompany 
galactosuria.*” When galactosemic children are re- 
ceiving a milk diet and showing galactosuria, the 
excretion of amino acids is greatly increased. It is 
generally said to be due to diminished tubular 
resorption of amino acids resulting from renal irri- 
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tation by the excreted galactose.” The increased 
excretion is general, including all the amino acids 
usually found in the urine of normal infants. In a 
few cases studied in Cincinnati, the hydroxyamino 
acids, serine and threonine especially, appeared to 
be disproportionately increased. That aminoaciduria 
may be slow to develop after galactosuria is demon- 
strable, but it is also slow to disappear after galac- 
tose is eliminated from the diet and galactosuria has 
ceased. The concentration of amino acids in the 
blood appears not to be increased above normal. 

Hsia and associates and Holzel and _ associ- 
ates *"” reported studies of aminoaciduria in galac- 
tosemic children, first in a seemingly normal state 
after a long period on a galactose-free diet and then 
after galactose was added to the diet. Before this 
test, the amino acid excretion was similar to that of 
normal children, but, after galactose was added to 
the diet, the amino acid excretion increased twofold 
to fivefold. This returned to normal again after 
administration of galactose had been discontinued 
for 10 days. In Cincinnati we have made similar 
observations. Hsia found the increased amino- 
aciduria to be generalized, without any single amino 
acid being excessively prominent. Speculations on 
the biochemical mechanisms that are involved have 
dealt with questions of competition between enzyme 
systems and of toxic effects of galactose and its in- 
termediate products of metabolism on various tissue 
cells but without definitive conclusions. The fact 
that several of the essential amino acids were ex- 
creted in considerable quantities may have a bear- 
ing on the manifestations of nutritional deficiency 
that develop in this disease when it is uncontrolled, 
but the quantitative importance of such losses is 
not defined. 

A most important recent development in this field 
is the discovery that the inability to metabolize 
galactose in congenital galactosemia is due to the 
absence in liver and blood cells (probably in all 
tissues) of a single specific enzyme, which is nor- 
mally involved in the conversion of galactose to 
glucose. Normally, galactose is metabolized by 
phosphorylation to galactose-1-phosphate by galac- 
tokinase and adenosinetriphosphate; the galactose- 
l-phosphate is, in turn, converted to glucose-1- 
phosphate by reactions that involve a nucleotide, 
uridine-glucose-diphosphate, and two specific en- 
zymes, galactose-1-phosphate uridy] transferase and 
galacto-waldenase. Earlier, Schwarz?’ co- 
workers in England reported that galactosemic red 
blood cells, when incubated with galactose, ac- 
cumulated galactose-l-phosphate, whereas normal 
red blood cells did not. Subsequent work at the 
National Institutes of Health revealed that the ac- 
cumulation of galactose-l-phosphate in the galac- 
tosemia cells was due to absence in the cells of the 
specific enzyme, galactose-1-phosphate uridy] trans- 
ferase.*”” Thus, it appears that “the gene or genes 
responsible for galactosemia control the synthesis 
of P-galactose-uridy] transferase in the cells.” 
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These studies led to the development of a specific 
diagnostic test for congenital galactosemia.** This 
test can be done satisfactorily on the erythocytes of 
newborn infants, even from cord blood,’ thus 
affording a feasible procedure for earliest possible 
diagnosis of galactose disease when the family his- 
tory suggests that it might be expected in the new 
offspring. Kirckman and Kalckar have now modified 
the test in such a way that it can be used for the 
detection of so-called traits. They found that parents 
(usually both) of galactosemic children have a 
markedly lowered activity of galactose-1-phosphate 
uridy] transferase in the red blood cells. 


Effects of Treatment 


When galactose is eliminated from the diet of a 
galactosemic infant, the level of galactose in the 
blood falls quickly, proteinuria ceases, and the level 
of amino acids in the urine decreases to amounts 
found in the urine of normal infants. After this, the 
infant gains weight, hepatomegaly gradually dimin- 
ishes, jaundice disappears slowly or quickly, and 
opacities of the lens, if present, gradually clear. 
After such apparently complete recovery, resump- 
tion of milk feeding even for a short period may 
provoke a return of all symptoms, with vomiting, 
albuminuria, and aminoaciduria, that again dis- 
appear when milk is withheld. With increasing age 
of the child, the galactose tolerance test shows a 
persistent abnormality, although the child may be- 
come progressively less sensitive to breaks in the 
dietary regimen. Among different individuals, in- 
complete enzyme deficiency or availability of 
alternate pathways of galactose metabolism may 
account for differences in the clinical picture. With 
increasing age of the child, the functional maturity 
of organ systems that are injured by the cellular 
accumulation of galactose-1-phosphate also may ac- 
count for changes in sensitivity to galactose. 

The need for early diagnosis and treatment of 
galactosemia cannot be overemphasized. There is 
abundant reason to believe that the danger of dam- 
age to the central nervous system in this disease is 
greatest during the first few weeks or months of the 
infant's life, the period of most rapid growth and 
development of the brain. Here the importance of 
early treatment is comparable to that of certain 
other metabolic diseases that are known to be asso- 
ciated with mental retardation in children, e. g., 
cretinism and phenylketonuria. 

With regard to cretinism, it is well known that 
the earliest possible administration of thyroid ex- 
tract to the athyroid infant favors both physical and 
mental growth and development, whereas later 
treatment may promote improved physical develop- 
ment but with less or no effect on mental retarda- 
tion. In phenylketonuria, rapidly accumulating 
evidence currently indicates that the administration 
of phenylalanine-restricted diets to the phenylke- 
tonuric infant at an early age, preferably under 2 
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months and before the appearance of any signs or 
symptoms of abnormality, may allow normal mental 
and neurological development.** However, if the 
restricted diet is started when the child is older than 
3 vears and if signs of mental retardation and con- 
vulsions are fully developed, there is little or no 
objective evidence that the diet is beneficial. 

In phenylketonuria, as in galactose disease, the 
mechanisms responsible for central nervous system 
damage are not yet clearly defined. It has been 
claimed that brain damage may occur as a result of 
secondary deficiencies of essential amino acids or 
other food elements or as a result of neurotoxic 
agents formed as products of the intermediary 
metabolism of phenylalanine. It appears that after 
about 3 vears of age the infants who were success- 
fully treated with the phenylalanine-restricted diet 
can be fed a normal unrestricted diet without risk 
of further brain damage. Armstrong notes the 
probability that the extent of early damage in- 
fluences the effect of the deleterious metabolites, as 
indicated by the fact that older, untreated phenylke- 
tonurics with milder biochemical abnormalities can 
be mentally normal. Such reasoning may equally 
apply to galactosemic infants who are treated early 
and develop normally, and to those who are treated 
late and exhibit evidences of more or less severe 
mental retardation which persists, despite a galac- 
tose-restricted diet. 


Treatment 


Treatment is directed toward rigid exclusion of 
galactose from the diet by withholding milk, es- 
pecially human milk with its high galactose content. 
For young infants, liquid formulas may be made up 
with casein hydrolysate preparations such as Nutra- 
migen. Numerous investigators have reported good 
results after the use of soy-bean products (such as 
Mul-Soy or Sobee) as a milk substitute, but Holzel 
and co-workers point out that soy beans contain 
stachvose, which is a tetrasaccharide with two mole- 
cules of galactose; theoretically, therefore, these 
preparations should be avoided, but no one has vet 
measured just how much galactose is liberated from 
the stachyose during digestion.*” Holzel claims that 
some sensitive infants may fail to thrive and may 
suffer continued brain damage when the diet con- 
tains only a trace of galactose, insufficient to show 
in the blood and urine. 

When solid foods are added to the diet, care must 
be taken not to include foods prepared with milk or 
those that have lactose added. Acceptable foods are 
cereals (offered, of course, without milk), vege- 
tables, eggs, fruits, meats, gelatin puddings (made 
without milk), and bread or crackers (if made with- 
out milk). Goldbloom recommended washed milk 
curds resuspended in Ringer's solution, sweetened 
with corn sirup. It should be noted that cheese and 
milk.curds may contain around 1% of galactose, 
and butter may have 0.2% of galactose. Vitamin C 
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tablets and other medicinal tablets are often made 
up with lactose, and some commercially prepared 
cereals contain lactose, added during the manu- 
facturing process. The diet should be supplemented 
with sufficient amounts of vitamins to supply the 
quantities recommended for normal infants; calcium, 
either as chloride or gluconate, should be added to 
supplement the low-calcium content of the milk-free 
diet and fruit juices to augment the potassium in- 
take.** Holzel and associates recommend Moll’s 
pudding, prepared of cereal, sugars, eggs, mar- 
garine, and cane sugar.*™ 


Summary 


Early diagnosis and treatment of hereditary galac- 
tose disease is of the greatest importance since the 
deleterious effects of this disorder increase with its 
duration. The main symptoms usually appear bv the 
time the infant is one or two weeks of age, making 
early recognition possible. Appropriate treatment is 
primarily the omission of milk and other foods con- 
taining galactose from the diet. Early therapy may 
prevent or reverse the severe physical manifesta- 
tions of this disease, and it is likely, although not 
certain, that mental retardation may be completely 
prevented. 


Indicator papers for differential diagnosis of meliturias are 
available as Testape from Eli Lilly & Company and as Clin- 
stix from the Ames Company, Inc. 

Reagents for enzymatic test for the specific diagnosis of 
congenital galactosemia are available from the Sigma Chemi- 
cal Co. 

Aided by a grant from the U. S. Public Health Service, 
National Institutes of Health. 
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PRODUCTION 


In recent years there has been increasing interest 
in questions connected with the origin of congenital 
malformations, and unusual attention has been fo- 
cused on animal experiments that result in de- 
formed offspring. Experimental production of con- 
genital malformations in lower animals has been 
possible for many decades, but systematic modifica- 
tion of mammalian embryos became practicable 
only during the last 25 years. Many methods are 
now available that permit production of congenital 
malformations in mammals, and among these are 
nutritional experiments that have been widely used 
as an instrument of teratological research. 

As early as 1933, Hale’ demonstrated that con- 
genital malformations can be induced in pigs by a 
deficient maternal diet. In these experiments gilts of 
known stock were fed a diet deficient in vitamin A 
and possibly also deficient in other nutritional fac- 
tors. The offspring showed microphthalmia or an- 
ophthalmos, accessory ears, cleft palate with hare- 
lip, and ectopic kidneys. In control animals Hale 
showed that supplementation with cod liver oil or 
green fodder prevented the anomalies. He also 
ruled out genetic determination of these malforma- 
tions by matings of abnormal sons to their mothers 
or of abnormal brothers to their abnormal sisters. 
If the females were fed an adequate diet during 
pregnancy, such matings always resulted in normal 
offspring. 


Results of Various Vitamin Deficiencies 


Riboflavin.—Extensive studies in small laboratory 
animals were made possible when my associates 
and I found that a syndrome of skeletal malforma- 
tions could be induced in rats* by maternal ribo- 
flavin deficiency.’ Under strict experimental condi- 
tions, about one-third of the young were found to 
be abnormal. There was often shortness of the tibia, 
fibula, radius, ulna, and mandible and fusion of 
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the ribs. Cleft palate was present in about one-half 
of the abnormal young. Since hundreds of defec- 
tive offspring were obtainable with this method, it 
was possible to study the differing susceptibilities 
of the various skeletal elements, to observe the 
histological changes in bone and cartilage, and to 
determine the time in gestation when the vitamin 
deficiency changed the development of the affected 
structures.’ These experiments showed that sym- 
metrical and “familial” congenital malformations 
could be induced in mammals by environmental 
conditions, a possibility denied by many geneticists 
up to that time. The studies demonstrated that a 
high incidence of posterior cleft palate (without 
harelip), an internal skeletal malformation, can be 
induced by a chemical deficiency in stocks of rats 
that were free of the anomaly. In these experiments 
maternal riboflavin deficiency resulted chiefly in 
skeletal malformations in the offspring, whereas 
soft-tissue anomalies were very rare.” 

Vitamin A.—Since Hale had produced malforma- 
tions in pigs by maternal vitamin A deficiency,’ 
attempts were also made to breed female rats de- 
pleted of vitamin A. In these experiments, the pros- 
pective mothers were given a diet low in vitamin A 
from the time of weaning, but carotene was added 
in small and measured amounts to make growth 
and maturation possible. After breeding, the fe- 
males were given a diet free of vitamin A. A syn- 
drome of congenital malformations was induced in 
a high percentage of the young. The eyes,’ the 
urogenital tract,” the diaphragm, the heart, and the 
aortic arches ’ were chiefly involved; striking skele- 
tal malformations, such as those produced by ribo- 
flavin deficiency, were absent. It is possible then 
to study in rats the morphogenesis of certain mal- 
formations of the eye, the great vessels, the heart, 
and the kidneys. These experiments also shed light 
on some theoretical questions of prenatal physiol- 
ogy. For instance, the fact that fetuses under 18 
days did not show the classical signs of vitamin A 
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deficiency, namely, keratinizing epithelial meta- 
plasia, and that older fetuses did exhibit these signs 
illustrates that differing fetal age groups react dif- 
ferently to the same deficiency. The fact that an 
experimental procedure, such as prenatal vitamin A 
deficiency, could induce malformations of the geni- 
tal ducts and of the urogenital sinus in both male 
and female young proved of interest to those in- 
vestigating the origins of pseudohermaphroditism.” 

Vitamin B Complex.—Although early experiments 
in riboflavin deficiency did not result regularly in 
malformations of soft tissues, prenatal deficiencies 
in other vitamins of the B complex did. Hogan and 
co-workers * observed that a maternal diet deficient 
in folic acid and cyanocobalamin (vitamin By») 
induced a high incidence of hydrocephalus in in- 
fant rats, and Lefebvres-Boisselot ° produced exen- 
cephaly and ocular defects by pantothenic acid 
deficiency. 

Vitamin E.—Most of the deficiency experiments 
cited thus far were simple depletion experiments. 
In later experiments, it was shown that it was 
sometimes necessary to limit the depletion period 
to early pregnancy and to feed an adequate diet 
later, so that the deformed fetuses could live to 
term. Such a procedure had to be employed to 
obtain malformations by vitamin E deficiency. As 
a rule, vitamin E deficiency in pregnant rats re- 
sults in fetal absorption '’; however, survival of 
fetuses can be achieved if the deficient maternal 
diet is supplemented by vitamin E on days 9, 10, 
and 11 of gestation. Supplements with vitamin E 
in midpregnancy salvage some of the embryos dam- 
aged by the deficiency during early organogenesis, 
resulting in the birth of young, with malformations. '' 


Role of Antimetabolites 


The introduction of antimetabolites into nutri- 
tional teratology represented a significant step for- 
ward. The early experiments in which dietary de- 
pletion was practiced were laborious and delicate, 
since with this method it was difficult to create 
borderline deficiencies that would injure the de- 
veloping embryo without killing it. The depletion 
period necessary before the females could be bred 
extended over weeks or even months. When, for 
instance, a diet deficient in riboflavin was fed 
only during gestation, but not before, the resulting 
depletion was insufficient to produce congenital 
malformations in the young rats. However, when 
Nelson and co-workers '* added the antimetabolite 
galactoflavin to such a diet, deficiency could be 
created within a few days. In this way it became 
possible to begin the experiments at or even after 
conception and to omit the long preparatory pe- 
riods, and malformations could be produced in 64% 
of the offspring. Compared with the original pro- 
cedure,’ the yield of abnormal offspring could be 
doubled. In general, the skeletal malformations pro- 
duced by combination of a diet deficient in ribo- 
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Havin plus administration of galactoflavin were 
identical with those produced in earlier experiments 
by riboflavin deficiency alone. However, the addi- 
tion of galactoflavin did change the syndrome, since 
soft-tissue malformations occurred in more than 
one-third of the abnormal young animals.’ 

Folic acid (pteroylglutamic acid, PGA) defi- 
ciency was developed into a most efficient terato- 
genic instrument. Giroud and Lefebvres-Boisselot ** 
added 5% succinylsulfathiazole (Sulfasuxidine) as 
an intestinal antibiotic to a maternal diet deficient 
in folic acid and obtained young with eye and 
brain defects, harelip, and other facial anomalies. 
Nelson and co-workers '* employed a purified diet 
deficient in folic acid, containing 1% succinylsulfa- 
thiazole and 0.5% x-methylfolic acid, a crude folic 
acid antagonist. This diet was capable of rapidly 
producing a deficiency of folic acid and a high 
incidence of congenital malformations in the young 
rats. For instance, when this diet was fed for three 
davs (days 9, 10, and 11 of pregnancy), a great 
variety of malformations could be obtained in 99% 
of the offspring. Multiple skeletal defects, cardio- 
vascular, ocular, and urogenital anomalies, and ab- 
dominal and diaphragmatic hernias were observed. 
When this diet was fed on the 10th to 13th days 
of gestation, 100% of the offspring had cleft palate. 
In addition, many had other skeletal defects and 
urogenital anomalies. The types and incidence of 
congenital anomalies resulting from a_ transitory 
deficiency period of a few days varied with the 
time of instituting the deficiency and with its dura- 
tion and severity.’ The high vield of abnormal 
voung obtained by this rapid treatment can prob- 
ably be attributed to the fact that the embryo can 
be severely injured by the deficiency of folic acid, 
whereas the mothers are not adversely affected. 
This deficiency effect makes possible the survival 
of a large number of deformed fetuses in the uterus 
of mothers who remain in good health and gain 
weight during the short experimental period. 

The teratogenic power of folic acid antagonists 
is also demonstrated by the effects of aminopterin 
(4-aminofolic acid) on embryos of mothers receiv- 
ing adequate diets. Thiersch '* observed hydro- 
cephalus, meningo-encephalocele, harelip, and cleft 
palate in human embryos whose mothers had been 
given aminopterin to induce therapeutic abortion. 
Other antimetabolites with teratogenic action have 
been examined in experimental animals."’ 


Teratological Effect of Hypervitaminosis A 


Cohlan’s ** interesting discovery that hypervita- 
minosis A is teratogenic must be mentioned briefly. 
Huge doses of vitamin A administered to pregnant 
rats during organogenesis produced malformations 
in many of the young. Exencephaly, hydrocephalus, 
spina bifida, ocular defects, cleft palate, and other 
skeletal malformations were observed as the result 
of this treatment. Although the mode of action of 
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this agent is not clear, there can be no doubt about 
its effectiveness. The experiments of Cohlan have 
been confirmed in our laboratory and have been 
extended by Giroud and Martinet '* who studied 
the time factors involved and the anatomic details 
of some of the malformations. 

Most of the work mentioned here was done with 
rats of commercial stocks or with rats bred and 
reared for many years in scientific institutions. The 
experiments were usually well controlled, and the 
incidence of spontaneous congenital malformations 
was low in such stocks. As a rule, the results of the 
various teratogenic agents were the same, irrespec- 
tive of the origin of the rats; however, minor dis- 
crepancies in different laboratories were sometimes 
attributed to “strain” differences. Genetic studies 
were not made in these rat experiments. 


Genetic Factors 


A few nutritional studies were done with inbred 
strains of mice to investigate the differential sus- 
ceptibility of genetically differing strains of mice 
to the same teratogenic agent. By using genetically 
standardized animals, it is also possible to demon- 
strate the effects of nutritional deficiencies upon 
embryonic morphogenesis. Kalter and I *° examined 
the congenital malformations induced in inbred 
strains of mice by feeding diets deficient in ribo- 
flavin to which galactofavin had been added. The 
teratogenic diets successfully used by Nelson and 
others '* in rats had to be modified, since the mice 
did not reproduce under the dietary conditions 
that were effective in rats. A large variety of mal- 
formations was obtained in the young mice when 
the diets were fed to the mother from the 10th to 
the 14th days of gestation. The mice used were 
of the highly inbred A/Jax, DBA, 129, and C,;BL 
strains. Skeletal anomalies could be detected by 
gross inspection or by clearing of the specimens, 
and soft-tissue anomalies were found in_histo- 
logical sections. Some of the malformations pro- 
duced in these mice resembled those produced by 
the same method in rats; however, there were dif- 
ferences in the two species, and there were differ- 
ences in the malformations in the offspring of the 
four strains of mice. Atresia of the esophagus, for 
instance, was induced by this method in about 80% 
of the young of strains A/Jax and DBA but in only 
2% of the C;;BL offspring. The pattern of malfor- 
mations presented by each strain of mice was more 
or less specific. 

An interesting observation was made by Runner 
and Miller *' in the young of mice of strain 129. 
When females of that strain were fasted for 24 
hours during the ninth day of pregnancy, exen- 
cephaly, vertebral anomalies, and fused ribs were 
induced in 28% of the fetuses. It is noteworthy that, 
in the presence of a certain genetic constitution, 
temporary maternal starvation, a rather unspecific 
nutritional deficiency, can result in congenital mal- 
formations of the young. 
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In addition to these studies, other investigations 
have been conducted in this field. For a more com- 
plete orientation, the reader is referred to other 
extensive reviews in the literature.” 


Interpretation of Experiments 


A few remarks about the interpretation of the 
experiments cited may be in order. It should be 
stated at the outset that the experiments do not 
prove that congenital malformations in man are due 
to maternal dietary deficiencies. Those acquainted 
with the details of the experimental nutritional 
methods resulting in congenital malformations ap- 
preciate the differences between the experimental 
conditions employed and the conditions of human 
reproduction. When we speak of a dietary defi- 
ciency as a cause of malformations in experimental 
animals, we usually mention only one of the factors 
involved in the production of the congenital mal- 
formations. To make the experiment successful, 
that is, to create a borderline deficiency injurious 
but not lethal to the embryos, the depletion time 
must be regulated according to the mother’s ability 
to store and restore the particular nutritional factor. 
Sometimes the depletion must be terminated pre- 
maturely at a certain period of gestation by ad- 
ministration of a supplement to avoid complete 
destruction of the damaged fetus; some depletion 
methods require administration of inhibitors or anti- 
metabolites. The outcome of the experiment also 
depends upon the genetic make-up of the animal 
species or strain selected for the experiment. 

The fact that a teratogenic method produces a 
certain malformation in rats does not permit the 
conclusion that it will be equally effective in mice. 
How much more hazardous is it then to equate 
such animal experiments with human conditions. 
However, in certain cases adverse nutritional con- 
ditions of the mother may impair the development 
of human fetuses; for example, endemic cretinism 
has been attributed to maternal iodine deficiency. 
Although the etiology of endemic goiter ** and 
cretinism is complex, these conditions disappear 
when iodized salt or improved diets are introduced 
into the endemic areas.** Antimetabolites that are 
teratogenic in animals may also be teratogenic in 
man.'® The fact that starvation in early pregnancy 
can cause malformations in the young of some in- 
bred strains of mice *' cannot be ignored, since 
anorexia, vomiting, or lack of food could, in rare 
instances, cause comparable situations in women. 
It should be emphasized that, to date, the terato- 
genic effect of starvation has been demonstrated 
only in the presence of certain maternal attributes 
and that it may depend to a great extent upon the 
genetic constitution of the mother and the embryo. 

Although the experiments cited may not be of 
practical importance at this time, they have in- 
fluenced many theories concerned with congenital 
malformations. The early investigators who worked 
in nutritional teratology were searching for an ex- 
perimental method to produce congenital malfor- 
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mations in mammals. They succeeded in demon- 
strating that adverse environmental conditions must 
be considered as possible causes of prenatal de- 
formities and that these conditions could be of a 
rather subtle nature. 

In recent years other teratogenic methods have 
been developed which supplement early nutritional 
studies. Some of these methods require less skill 
and effort than the nutritional studies and are, 
therefore, preferable for certain teratological in- 
vestigations. However, the nutritional studies men- 
tioned point to the importance of well-defined 
chemical compounds whose role in prenatal de- 
velopment had not been recognized before. Some 
of these substances are known to be constituents 
of enzyme systems which may be rendered ineffec- 
tive by the lack of such nutritional elements. Since 
it is generally assumed that genetic mechanisms 
are mediated through enzymatic activity, | should 
like to express the hope that nutritional teratology 
will eventually benefit genetic investigations con- 
cerned with the mode of action of abnormal genes. 
It is possible that both genic “deficiencies” and 
certain prenatal nutritional deficiencies result in 
aberrations of similar enzymatic processes neces- 
sary for normal development.** In the field of tera- 
tology there is common ground for the develop- 
mental geneticist and the nutritionist. In this area 
teratogeni¢ nutritional experiments may eventually 
make their greatest contribution to the science of 
teratology. 

Summary 


Many methods are now available that permit 
production of congenital malformations in mam- 
mals, and among these are nutritional experiments 
that have been widely used as instruments of tera- 
tological research. Congenital defects of the central 
nervous system, of the eves, of the skeleton, and 
of the cardiovascular, urogenital, and other systems 
have been produced under strict experimental con- 
ditions. In the application of such animal experi- 
ments to questions of congenital malformations in 
man, great caution must be exercised, since the 
animals are subjected to artificial environmental 
conditions which are not likely to occur in human 
beings. 

This study was supported by grants from the National In- 
stitute of Arthritis and Metabolic Diseases, U. S. Public 
Health Service, and the National Vitamin Foundation, Inc. 


References 


1. Hale, F.: Pigs Born Without Eyeballs, J]. Hered. 24: 
105-106, 1933. 

2. Warkany, J., and Nelson, R. C.: Appearance of Skeletal 
Abnormalities in Offspring of Rats Reared on Deficient Diet, 
Science 9$23383-384 (Oct. 25) 1940. 

3. Warkany, J., and Schraffenberger, E.: Congenital Mal- 
formations Induced in Rats by Maternal Nutritional Deficien- 
cy: VI. Preventive Factor, J. Nutrition 27:477-484 (June) 
1944. 

4. Warkany, J., and Nelson, R. C.: Skeletal Abnormalities 
Induced in Rats by Maternal Nutritional Deficiency: Histo- 
logical Studies, Arch. Path. -43375-384 (Aug.) 1942. 


COUNCIL ON FOODS AND NUTRITION 


2023 


5. Warkany, J., and Schraffenberger, E.: Congenital Mal- 
formations Induced in Rats by Maternal Vitamin A Defi- 
ciency: I. Defects of Eye, Arch. Ophth. 343150-169 ( Feb. ) 
1946. 

6. Wilson, J. G., and Warkany, J.: Malformations in the 
Genito-urinary Tract Induced by Maternal Vitamin A De- 
ficiency in Rat, Am. J. Anat. 883357-407 ( Nov.) 1948. 

7. Wilson, J. G., and Warkany, J.: Aortic Arch and 
Cardiac Anomalies in Offspring of Vitamin A Deficient Rats, 
Am. J. Anat. 842113-155 (July) 1949. 

8. Hogan, A. G.; O'Dell, B. L.; and Whitley, J. R.: Ma- 
ternal Nutrition and Hydrocephalus in Newborn Rats, Proc 
Soc. Exper. Biol. & Med. 743293-296 (June) 1950. 

9. Lefebvres-Boisselot, J.: Role tératogéne de la déeficience 
en acide pantothénique chez le rat, Ann. méd. 42225-2985 
1951 

10. Evans, H. M.; Burr, G. O.; and Althausen, T. I 
Antisterility Vitamine—Fat Soluble E, Mem. Univ. Calif 
831-176, 1927. 

11. Cheng, D. W., and Thomas, B. H.: Relationship of 
lime of Therapy to Teratogeny in Maternal Avitaminosis E 
Proc. lowa Acad. Sc. @03290-299, 1953. 

12. Nelson, M. M.; Baird, C. D. C.; Wright, H. V.; and 
Evans, H. M.: Multiple Congenital Abnormalities in Rat 
Resulting from Riboflavin Deficiency Induced by Anti- 
metabolite Galactoflavin, J. Nutrition %48:125-134 ( Jan.) 
1956 

13. Giroud, A., and Lefebvres-Boisselot, ] 
provoquees chez le foetus en l’absence d'ac ide folique 
Arch. frang. pédiat. ®:648-656, 1951. 

14. Nelson, M. M.; Asling, C. W.; and Evans, H. M 
Production of Congenital Abnormalities in Young by Ma- 
ternal Pteroylglutamic Acid Deficiency During Gestation 
J]. Nutrition 4861-79 ( Sept.) 1952. 

15. Nelson, M. M.; Wright, H. V.; Asling, C. W.; and 
Evans, H. M.: Multiple Congenital Abnormalities Resulting 
from Transitory Deficiency of Pteroylglutamic Acid During 
Gestation in Rat, ]. Nutrition 463349-369 (July) 1955 

16. Thiersch, ]. B.: Therapeutic Abortions with Folic 
Acid Antagonist, 4-Aminopteroylglutamic acid (4-Amino 
P. G. A.) Administered by Oral Route, Am. J. Obst. & 
Gynec. @3831298-1304 (June) 1952 

17. Murphy, M. L., and Karnofsky, D. A.: Effect of 
Azaserine and Other Growth-inhibiting Agents on Fetal 
Development of Rat, Cancer 9955-962 (Sept.-Oct.) 1956 

18. Cohlan, S$. Q.: Congenital Anomalies in Rat Produced 
by Excessive Intake of Vitamin A During Pregnancy, Pedi- 
atrics 1383556-567 (June) 1954. 

19. Giroud, A., and Martinet, M.: Malformations diverses 
du foetus de rat suivant les stades d’administration de vitamine 
A en excés, Compt. rend. Soc. biol. 14931088-1090, 1955 

20. Kalter, H., and Warkany, J.: Congenital Malforma- 
tions in Inbred Strains of Mice Induced by Riboflavin- 
Deficient, Galactoflavin-Containing Diets, J. Exper. Zool 
1386253 1-566, 1957. 

21. Runner, M. N., and Miller, J. R.: Congenital De- 
formity in Mouse as Consequence of Fasting, abstracted 
Anat. Rec. 12-4:437-438 ( Feb.) 1956. 

22. Warkany, J.: Disturbances of Embryonic Develop- 
ment by Maternal Vitamin Deficiencies, J. Cell. & Comp 
Physiol. (supp. 1) 43:207-236 (May) 1954. Giroud, A 
Carences maternelles en acide pantothénique et en acide 
folique, Et néonatal. 135-23, 1952. Nelson, M. M.: Produc- 
tion of Congenital Anomalies in Mammals by Maternal 
Dietary Deficiencies, Pediatrics 193764-776, 1957. 

23. Greenwald, [.: Is Endemic Goiter Due to Lack of 
lodine?, J. Clin. Endocrinol. @s708-741, 1946. 

24. Wespi, H. J.: Jodprophylaxe und Jodmangel theorie 
Untersuchungen iiber die Schilddriisenverhiltnisse 
Schulkindern in einigen Schweizer Dérfern, Schweiz. med 
Wehnschr. 838:452-458 (May 9) 1953. 

25. Warkany, J.: Congenital Malformations Induced by 
Maternal Dietary Deficiency: Experiments and Their In- 
terpretations, Harvey Lect. (1952-1953) 4889-109, 1954 


Anomalies 


2024 


THE JOURNAL 


OF THE AMERICAN MEDICAL ASSOCIATION 
Edited Under the Direction of the Board of Trustees 


Editor and Managing Publisher . AUSTIN SMITH, M.D. 
JOHNSON F. HAMMOND, M.D. 
WAYNE G. BRANDSTADT, M.D. 
FREDERIC T, JUNG, M.D. 
EDWARD R. PINCKNEY, M.D. 
MILTON GOLIN 


Associate Editor . 


Assistant Editors . 


Assistant to the Editor . 
Editor for Medical Literature Abstracts . GEORGE HALPERIN, M.D. 
News Editor . . . . « « CHARLES CHAPMAN 


Subscription price . Fifteen dollars per annum in advance 


Cable Address . . . ... “Medic, Chicago” 


TEN YEARS OF SPACE MEDICINE 


IVILIAN and military scientists are co- 

operating extensively to devise a vehicle 

in which man may be safely lifted into 

outer space, perhaps as far as the moon 
or some planet. A project so immensely complex 
and far reaching requires the knowledge and 
skills of many groups of scientists—astronomers, 
physicists, chemists, biologists, engineers, botanists, 
metallurgists, psychologists, physicians, and others. 
Already the engineering capability exists to launch 
rocket vehicles at orbital or escape velocities; how- 
ever, the techniques devised to keep the human 
astronaut healthy, to rescue him in case of disaster, 
and to bring him back safely to earth are in need 
of many refinements. To this end, the U. S. Air 
Force School of Aviation Medicine, nearly 10 years 
ago, founded a department of space medicine which 
was the first branch of any educational or research 
institution concerning itself solely with conditions 
that man would meet in space. The research accom- 
plished by this school serves today as the founda- 
tion of all planning in the United States and abroad 
for man’s venture into space. 

To review the accomplishments and discuss the 
unsolved problems, the school with the assistance 
of the Southwest Research Institute convened an 
international symposium on space medicine a few 
days ago at San Antonio, Texas. In this assembly 
of more than 600 scientists, confidence prevailed in 
ultimate success. However, extremely difficult prob- 
lems stand in the way. 

Long-time manned space flight in a sealed cabin 
demands, without prohibitive weight, the provision 
of food, the disposal of excreta, and the gas ex- 
change requirements. As an approach to these prob- 
lems, Prof. Jack Myers of the University of Texas 
has investigated the possibility of using oxygen- 
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producing algae. A photosynthetic gas-recycling 
system would provide oxygen produced by the 
algae for the man to breathe and the algae would 
complete the gas-exchange cycle by growing on the 
carbon dioxide exhaled by the man. The algae 
would also manufacture food materials necessary 
for the sealed-in space navigator. Dr. Myers re- 
ported an experiment in which he used mice and 
the green alga Chlorella which operated satisfac- 
torily for one month and could have been continued 
longer. He has emphasized that, while no use of 
this procedure is reasonably foreseen in the imme- 
diate future, the experiment provides a demonstra- 
tion of operation of a photosynthetic gas exchanger 
and should contribute to a long range kind of oper- 
ation. 

In a panel on space problems presented by the 
Association of Military Surgeons of the United 
States in Washington, D. C., in November, Finkel- 
stein and Taylor, reporting from the Wright-Patter- 
son Air Force Base, said that a practical means to 
regenerate the carbon and nitrogen compounds 
man needs will remove all food limitations to the 
duration of space flight. The technical feasibility 
of such regenerative cycling is not in question and 
research in the strict sense of the word is not re- 
quired. Technical development and applied re- 
search however, are needed. Work is under way to 
find a more efficient form of algae and there has 
been considerable speculation about the possibility 
of algae as a source of food. 

Kitzes, of the Wright Air Development Center, 
said that eventually closed ecological systems will 
be available to provide complete regeneration and 
reclamation of all gaseous, liquid, and solid ma- 
terials needed in normal human metabolism. 
Champlin of the Army Ordnance Missile Com- 
mand, noted before the panel in Washington that 
many volunteers for space flight have already de- 
clared themselves. Volunteers obviously should 
meet various special physical and mental require- 
ments. Actually, it was stated, certain physicial 
handicaps may be an advantage in space flight. 

Many of the other problems discussed at San 
Antonio, which the School of Aviation Medicine is 
trying to solve, involved advanced training in areas 
far removed from the present-day knowledge of 
most practicing physicians. 

Prof. Hubertus Strughold, often referred to as the 
father of space medicine, in reviewing the 10 years 
that have elapsed since the first scientific meeting 
was held on the medical problems of space flight, 
said at the San Antonio meeting: “We have com- 
plete knowledge about certain factors in space 
flight; about others we have some knowledge, and 
about the rest we depend entirely on extrapolations 
or even on speculations.” And yet he is confident 
that research will find the answer to many of the 
unsolved problems. “There is no question,” he said, 
“that Mars and Venus, besides the Moon, will be 
targets of manned space operations within this 
century.” 
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BUREAU OF MEDICAL ECONOMIC RESEARCH 


A BOOK ON 


MEDICAL CARE 


Vaughn D. Bornet, Ph.D. 


The five specialists in the field of public health 
who extracted and assembled the material for the 
book “Readings in Medical Care” ' express the hope 
that their book will contribute to “sound and realis- 
tic solutions of medical care questions of the future 
by making knowledge about past and present prob- 
lems more conveniently accessible.” They tried, 
they say, “to choose the most useful and informa- 
tive writings available and to include items repre- 
senting differing points of view on controversial 
questions.” “Readings in Medical Care” is the cre- 
ation of Drs. Solomon J. Axelrod (University of 
Michigan School of Public Health), Franz Gold- 
mann (Harvard University School of Public Health), 
Milton Terris (University of Buffalo School of Med- 
icine), Jonas N. Muller (New York Medical Col- 
lege), and Cecil G. Sheps (Beth Israel Hospital), 
assisted on editorial matters by Edward B. Kovar. 
It is specifically stated in the Preface that the Asso- 
ciation of Teachers of Preventive Medicine took “no 
active part” in determining content. The Committee 
on Medical Care Teaching, for its part, merely “ad- 
vised the editors on the scope and general orienta- 
tion of the volume, but not on the choice of specific 
material for inclusion.” 


The Problem of Selection 


\ certain directional aspect is placed on the book 
in the Foreword by Dr. George Packer Berry, dean 
of the faculty of medicine at Harvard University, 
who observes that rapid changes in society and 
medical science mean that “the framework and 
content of medical care and health service will in- 
evitably have to change.” And he judges that the 
present volume is in fact “a balanced and repre- 
sentative collection.” In the light of these several 
statements of hope and appraisal the task of the 
reviewer is clearly outlined in advance. Does the 
book realize these aspirations? Does it justify these 
judgments? 

At the outset, one must observe that a book of 
readings destined for use by students of medical 
care organization shares some of the responsibilities 
inescapable in compilations of this character com- 
monly seen in our universities. Such books of read- 
ings are basically a substitute for the original pub- 
lications. No longer need students who own such a 
book browse in the library stacks, explore reserve 
book shelves, or search out old magazines in period- 
ical rooms. The card catalog, guides to periodical 
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literature, and library reference personnel have 
been bypassed. The open market place, where pub- 
lished materials and ideas find their level, is closed 
in a sense by all who select and reprint under one 
cover what they consider to be the important ma- 
terials of the field. To assemble, extract, arrange, 
and properly introduce a tiny portion of the total 
literature of a technical area of scholarship and 
affairs to the end that teachers will be able to pre- 
sent students with a reliable and realistic portrait 
in miniature is to shoulder a heavy load. The bur- 
den of the reviewer is only a little lighter, for he 
must try to make clear the apparent extent of the 
over-all accomplishment. 

Analysis of “Readings in Medical Care” may 
properly begin with the 122 selections incorporated 
in its 13 parts, for there are only 15 pages of origi- 
nal material out of 694 pages. There are few ex- 
planatory footnotes, and it was a questionable 
editorial decision to eliminate almost all footnotes 
from the original items. These key decisions will 
certainly be severely questioned by teachers who 
choose to adopt the book for student use. Extracts 
from diversified secondary sources seldom, if ever, 
speak clearly to the uninitiated without at least 
some editorial interpretation. Even if the one-page 
essays which introduce each of the 13 parts of the 
book had been uniform in quality, they would be 
no substitute for the road map these learned editors 
did not bother to provide. One assumes that they 
were thoroughly familiar with many pertinent de- 
tails about the cited authors and organizations; the 
circumstances of original publication were nor- 
mally known to them; but they passed on to the 
student none of this highly relevant lore. In some 
classrooms, therefore, “Readings in Medical Care” 
may raise more questions for the teacher than it 
solves. 

Topics and Space 

The editors view the problem of illuminating the 
subject of “medical care” chiefly in terms of physi- 
cians, hospitals, government, insurance, and_ the 
public. They give little snace to dentistry and vir- 
tually none to the pharmaceutical industry or to the 
significance of its products. More than three-quar- 
ters of a 106-page section on The Medical Care 
Team is given to physicians. Dentists, medical so- 
cial workers, technicians, and nurses share what is 
left. Does this decision on emphasis best meet the 
needs of medical students and young people in 
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graduate schools of public health? One may well 
doubt it. Over-all, the editors divided their space 
as is shown in the table. 

In examining this table it should be borne in 
mind that the Selections are the excerpts actually 
comprising the present book, while the “Further 
Readings” are the lists given at the close of each 
part; a title appears in one or the other, but not 
both. Many of the selections come from the same 
printed source (“Medical Care for Americans,” a 
1951 publication, provided five selections; “Build- 
ing America’s Health,” the product of the Presi- 
dent’s Commission on the Health Needs of the 
Nation, 1952-1953, furnished six). Yet each book or 
article was listed at the close of no more than | of 
the 13 parts. No reasonable reason for this peculiar 
decision comes to mind. Certainly to list such com- 
prehensive books as “Financing Hospital Care in 
the United States” (3 volumes) only at the close of 


Division of Space in “Readings in Medical Care 
No. ot 
No.of No. of “Further 
Paves Selections Readings” 


Part Title (2) 
i Problems ir Medical Care: 
the General Background ....... 29 5 
I The National Health Pieture .. Ww 
Hil. Adequacy of Medieal Care ...... 0) 9 3 
r¥.. The Costs of Medical Care ...... $4 9 10 
V. The Medical Care Team ......... lis 15 Is 
VIL. Coordination in Health and 
Medical Bervies 4 10 11 
Vill Care of Long-Term Illness ...... is 13 
IX. Rural Medical Care .....cscsssess “4 6 7 
Public Medical Care ............. 49 5 
XI. Medical Cure in Industry ....... 
XII. Medical Care Insurance ......... Ho 16 21 
X11 Principles and Proposals ........ 30) 7 10 


the section on insurance and not at all in the section 
on hospitals (a typical and necessary consequence 
of such a decision) makes the bibliographical lists 
strangely lopsided. “Paying for Medical Care in the 
United States,” by Oscar N. Serbein Jr., a compen- 
dium with 237 tables, is listed only once, even 
though its contents (like a great many others of the 
177 “Further Readings”) are related to fully half a 
dozen of the sections of the book under review 
here. Before leaving the subject of bibliographical 
references, it must be said that little effort was 
made to cite important articles in periodicals, even 
though the periodical and pamphlet literature on 
medical care is extensive and rich. The bibliography 
in Serbein’s 1953 book, for example, lists 25 items 
by the Bureau of Medical Economic Research of 
the American Medical Association, but the present 
book (1958) lists only 9; Serbein lists 11 items by 
Selwyn D. Collins, while the present volume men- 
tions only 3. Other examples could be given, each 
illustrating the point. 
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Referring back to the table above, the decisions 
made on division of space by subject come under 
review. Medical Care Insurance and The Medical 
Care Team are the longest of the parts; Rural 
Medical Care, Principles and Proposals, Problems 
in Medical Care, and The Costs of Medical Care 
are the shortest. Authorities will no doubt disagree 
on the space that might have been given to each of 
these subjects. 


When Is Contemporary? 


Bearing in mind the objectives stated by the edi- 
tors, one is surprised at the age of many of the 
readings excerpted in “Readings in Medical Care.” 
Their average (mean) and median year of publica- 
tion is 1949. The section (part) on the adequacy of 
medical care consists of selections published in 
1932-1933, 1947, 1949, and 1954. When is contem- 
porary? Of the 122 extracts, 8 were originally pub- 
lished in 1931-1940, 67 in 1941-1950, and 47 in 
more recent years; only two extracts in this 1958 
publication date from later than 1955. What are we 
to think as we survey this situation? It mav be that 
some of the writings chosen have not been re- 
placed; for example, the studies of the Bureau of 
Medical Economic Research of the American Medi- 
cal Association on the distribution of physicians are 
the latest. It is a service, furthermore, to remind 
students of old controversies and of the extreme 
positions taken by some during the decade after 
World War II. Yet difficulties arise from the de- 
cision of the editors to print so many materials 
which do not portray accurately the medical care 
realities of the post-Korean years. The median year 
of all publications mentioned in the bibliographical 
lists is four years later (1953 versus 1949) than that 
of the extracts chosen for reprinting by the editors. 


Free Choice and Fee-for-Service 


Remembering the several assertions of the editors 
regarding their self-imposed goal of giving students 
items representing differing points of view and of 
communicating to them knowledge about past and 
present problems in the socioeconomic field of 
medical care, the present reviewer tested the book 
on several important matters. First, the principle of 
free choice of physician is singularly ignored in this 
book. The selection from a 1945 book of Dr. Franz 
Goldmann mentions the existence of a “vast liter- 
ature” in favor of free choice (page 347). That is 
true. But the five experts who shared responsibility 
for these pages (including Dr. Goldmann) did not 
see fit to include a single item devoted to the de- 
fense of free choice. The only index reference is to 
unsympathetic comments by the latter. Is free 
choice of physician unrelated to the past, present, 
and future of medical care? 
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for-service” as a form of paying for medical care. 
There are three short treatments of the matter. In a 
quoted 1952 statement, Dr. Goldmann curtly con- 
veys its alleged advantages in three brief sentences 
and then attempts to tear it apart in half a page of 
earnest prose (page 194). A second mention is in a 
1946 congressional committee report; there, the 
extra paperwork supposedly accompanying fee-tor- 
service is stated to be an important defect of that 
method of payment. In a third reference (page 660) 
Dr. Ernst P. Boas judges in his 1945 publication of 
the Society for Ethical Culture that “Insurance 
guaranteeing complete medical coverage cannot be 
set up, except at a prohibitive cost, if the fee-for- 
service principle is retained.” It forces on health 
insurance, moreover, “a complicated and expensive 
system of checks to detect cheating.” One may 
safely conclude that fee-for-service was not con- 
sidered particularly worthy of student consideration 
by those who compiled the present book. 

Since the word “ethics” does not appear in the 
Index, “Hippocratic Oath” was checked through 
the book as a substitute. It, too, was deemphasized 
to the point of extinction. Dr. Goldmann informs 
his young readers on page 199 that “If the physi- 
cian lives up to professional ideals and strictly ob- 
serves the code of ethics embodied in the Hippo- 
cratic oath he may well conclude his days in pov 
erty. If he acts like a businessman he can acquire 
a big bank account and a large estate within a few 
years but will furnish ample ammunition for com- 
plaints about commercialism in the system of pri- 
vate practice. A well organized and _ efficiently 
administered system of paying physicians for serv- 
ice in medical care programs can markedly reduce 
the dilemma confronting the possessor of the most 
humane of arts” (1952). Finally, as a preliminary to 
an attack on free choice of physician, Wendell 
Berge, an attorney, is quoted as saving in 1945, “Let 
us briefly survey the great trends which converge 
upon medicine, for they decree a revision of means 
if the great ends of the Hippocratic Oath are to be 
served” (page 668). Among other rays of light di 
rected on medical practice by this “expert” in a 
10-page extract are these: “To me it seems that one 
of the great shortcomings of the prevailing medical 
system is that the practitioner is kept so busy with 
his patients that he cannot translate his work into 
medical discovery” (page 676). And, “If there is one 
field where freedom of choice should be qualified, 
it is medicine” (page 671). For him, “A new medical 
order is inevitable.” Why were his views in the 
section on Principles and Proposals (the book’s 
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A second subject tested by the reviewer was “fee- 
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conclusion) given a third of the space while the 
American Medical Association and American Den- 
tal Association share only three pages? 

Returning to the time element as presented in 
“Readings in Medical Care,” one notes the heavy 
concentration on the years of the first Truman Ad- 
ministration. Fifty-one of the quoted materials de- 
rive from that era. Opinions will differ sharply on 
the wisdom of including so many of these materials, 
especially on including them without some clearcut 
method of indicating how deceiving is the re- 
peated use of the words “now” and “at the present 
time’ and their equivalents. Certainly it is no serv- 
ice to students to hand them without comment such 
dogmatic evaluations as that of Dr. Boas (1945), 
“For all these reasons, protection offered by volun- 
tary sickness insurance in this country is minute in 
“National 
compulsory health insurance is the only practical 


method of spreading the benefits of good medical 


comparison to the need.” Furthermore, 


care to the whole population” (pages 660, 661). In 
anv event, the coverage of voluntary health insur- 
ance in this book is hopelessly out of date and 
decidedly misleading 
Selected Selections 

In concluding their pioneering volume, one which 
performs a useful bibliographical service by re- 
minding us of the variety of the literature pub- 
lished on medical care during the past quarter 
century, the editors write (page 666), “Hopefully, 
the background of information and the stimulation 
of the ideas presented in these pages will helv us 
to select the more meaningful of these many pro- 
posals [on the organization and financing of medical 
care], to evaluate them intelligently, and to act uvon 
them as mature and understanding citizens.” In the 
opinion of the reviewer, however, this hope of in- 
telligent evaluation and appropriate action bised 
on study of the present book has a chance of being 
realized only in the case of readers who lived 
through the era when these proposals were popu- 
larized and who are thoroughly conversant with 
present trends in the medical care field. For it must 
be said that “Readings in Medical Care” does not 
present the alternatives on many major matters in 
the medical care field with equal skill or enthusi- 
asm. Students will certainly need many additional 
reading assignments from the past and the present 
if they are to arrive at reasonably balanced judg- 
ments. 
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MEDICAL NEWS 
ALABAMA Symposium on Aviation Medicine.—The present and 


Grant for New Psychiatric Clinic.—Announcement 
was made recently of a federal fund grant of 
$196,187 for a new psychiatric clinic at the Uni- 
versity of Alabama Medical Center. Located at 
University Hospital, it is the first unit of a pro- 
posed new ambulant patient center. Designed to 
handle an estimated 25,000 patients a year as well 
as for expanded research and teaching purposes, 
the clinic is a self-financing operation, since no 
community funds are available for the hospital's 
vast indigent out-patient service. The present psy- 
chiatric clinic is located in offices on the second 
Hoor of a store at the Medical Center. The new 
clinic will be constructed in the block chosen for 
the proposed out-patient center, bounded by Sixth 
and Seventh Avenues and 17th and 18th Streets, 
south, Birmingham. 


CALIFORNIA 

Dr. Newell Honored.—The Gold Medal of the Ra- 
diological Society of North America was presented 
Nov. 20 to Dr. Robert R. Newell, San Francisco, 
during the 44th annual meeting of the society in 
Chicago. Dr. Newell is emeritus professor of medi- 
cine (radiology) Stanford University Medical School 
and Scientific consultant to U. $. Naval Radiologi- 
cal Defense Laboratory, San Francisco. He was 
president of the American College of Radiology in 
1951 and received the college’s Gold Medal in 1957. 
He is currently a member of the National Commit- 
tee on Radiation Protection. 


Provost Appointed.—The appointment of Dr. John 
B. deC. M. Saunders as provost of the University 
of California Medical Center, San Francisco, and 
Willard C. Fleming, D.D.S., as vice-provost has 
been announced by President Clark Kerr, of the 
statewide university. Dr. Saunders will continue as 
dean of the School of Medicine and Dr. Fleming as 
dean of the College of Dentistry. In his new posi- 
tion as provost Dr. Saunders will be the responsible 
administrative chief of the Medical Center and 
Dr. Fleming will be his deputy. Dr. Saunders has 
exercised many of the duties of provost since he 
became dean of the School of Medicine in Feb- 
ruary, 1956. 


Physicians are invited to send to this department items of news of 
general interest, tor example, those relating to society activities, new 
hospitals, education, and public health, Programs should be received 
at least three weeks before the date of meeting. 


future problems of space flight, small aircrafts, jet 
transportation, and flying safety were the major 
discussion topics at the fourth annual Symposium 
in Aviation Medicine, held Oct. 22-24 in Santa 
Monica, sponsored by the University of California 
School of Medicine and University of California 
Extension, Los Angeles. Dr. Coleman M. Whitlock, 
Jr., head of Human Factors, Space and Radiation 
Medicine of Convair Astronautics, San Diego, spoke 
on “Omnienvironmental Testing as Applied to 
Space Flight.” Col. Harry G. Moseley, chief of the 
Aero Medical Safety Division, Directorate of Flight 
Safety Research, Norton Air Force Base, Calif., 
presented “Military Developments in Flying Safe- 
ty.” Mr. Al Blackburn, president of the Society ot 
Experimental Test Pilots, discussed improved fed- 
eral regulations to decrease aircraft collisions. On 
the last day of the meeting, “Man in the Space 
Environment” was discussed by Capt. Julian E. 
Ward, director of the Bioastronautics Group at the 
Inglewood, Calif., Air Force Ballistic Missile Divi- 
s1on. 


COLORADO 

Large Grant for Research Facilities.—The U. S. 
Public Health Service has notified Dean Robert J. 
Glaser, of the University of Colorado School of 
Medicine, Denver, that it has approved a grant of 
$1,344,165 in matching funds for construction of re- 
search facilities at the Colorado University Medical 
Center. The funds are made available for new con- 
struction and remodeling in the center’s long-range 
building program, and up to $140,665 of the match- 
ing grant may be used for equipment. The Medical 
Center's proposed $17,500,000 expansion program 
includes a new 405-bed hospital, medical and den- 
tal research facilities, outpatient clinics, and other 
construction north of the present campus. The fed- 
eral funds are not for a specific building. 


DISTRICT OF COLUMBIA 

Dr. Habel Consults on Rabies in Latin America.— 
Dr. Karl Habel, research scientist of the National 
Institutes of Health, left Oct. 11 for six weeks of 
consultation with five Latin American governments. 
Officials of the Pan American Sanitary Bureau, 
Regional Office for the Americas of the World 
Health Organization, said Dr. Habel served as a 
consultant on rabies and other virus problems. As 
a staff member of the bureau’s Pan American 
Zoonoses Center he visited Brazil, Argentina, Chile, 
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Peru, and Panama. Dr. Habel is a member of the 
WHO Expert Committee on Rabies and the origi- 
nator of the Habel test for virus potency. At the 
Zoonoses Center, in Azul, Argentina, he helped 
with work being done in the virus laboratory. As 
recently as 1956, the year of the center's founding, 
there were 149 reported deaths in the hemisphere 
due to rabies. Every country of the Americas, save 
one, is said to have a rabies problem. The lone 
exception is Uruguay, where a successful eradica- 
tion campaign was completed some 15 years ago. 


ILLINOIS 

Chicago 

Medical History Meeting.—The Society of Medical 
History of Chicago will meet at the Institute of 
Medicine (fourth floor, 86 E. Randolph St.) Dec. 17, 
8:00 p. m. This is an open meeting; all are welcome. 
Dr. Helmut P. G. Seckel, associate professor, de- 
partment of pediatrics, University of Chicago, will 
present “The Vienna School of Pediatrics and the 
Concept of Allergy,” after which Dr. E. Lee Strohl, 
associate professor of surgery, Northwestern Uni- 
versity Medical School, will speak on “Ladies of 
Lynn—Emphasis on One.” 


Chicago Medical School Anniversary.—The Chicago 
Medical School marked the 10 years of its accredi- 
tation and approval “as a medical college of high 
standing” Nov. 25 at a dinner meeting in the Stand- 
ard Club. The story, narrated by Alex Dreier, news 
commentator, concerned the early history of the 
school up to its approval on Nov. 9, 1948, by the 
American Medical Association and the Association 
of American Medical Colleges. Dr. John J. Sheinin, 
president of the school, described the future plans. 
A new research institute, the first of seven build- 
ings to be erected on the 10 acres of ground in the 
West Side Medical Center, is in the planning stage 
and construction is expected to begin in spring. 


Personal.—Dr. James E. Cassidy was named as- 
sistant director and chief of the medical unit of the 
Student Health Service of the University of Chi- 
cago, effective August 1.——Aaron Novick, Ph.D., 
who has been a member of the University of Chi- 
cago faculty for 11 years, has been named director 
of the Institute of Molecular Biology at the Uni- 
versity of Oregon, Portland, effective Jan. 1.——Uni- 
versity of Chicago faculty and friends of Dr. Paul 
C. Hodges, professor emeritus of radiology at the 
University of Chicago, held a dinner in his honor 
Nov. 6. He joined the faculty as one of the original 
members of the University Clinics staff and was ap- 
pointed chairman of the department of radiology in 
1927. He retired June 30, 1958. Scheduled speakers 
at the dinner were Chancellor Lawrence A. Kimp- 
ton, Ph.D.; Dr. Lowell T. Coggeshall, dean of the 
Division of Biological Sciences; and Dr, Franklin 
C. McLean, professor emeritus of physiology. 
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Founders Day Awards.—Dr. Richard H. Young, 
Northwestern University Medical School dean, pre- 
sented awards to six medical school students and 
graduates Sept. 30 at a Founders Day convocation. 
The convocation honored the founders of the medi- 
cal school and formally opened the school’s 10st 
annual session. The Founders Day address was 
delivered by Dr. Guy P. Youmans, chairman, de- 
partment of microbiology, who spoke on “The 
Other World.” Dr. Robert C. Larlett, Tucson, Ariz., 
received the Borden undergraduate research award 
in medicine, $500 and a certificate, “given to a 
student in the graduating class who performed 
meritorious medical research while an undergradu- 
ate medical student.” Winner of the George ]. Den- 
nis Phi Rho Sigma award was Harry L. Gibson, of 
Springfield, Mo., who received a $100 bond for 
maintaining the highest scholastic average during 
the first three years of medical school. Robert Lynn 
Parker, Box 6, Hollansburg, Ohio, was the recipient 
of the Phi Beta Pi-Leslie B. Arey award, “given to 
the freshman student for the highest scholastic 
achievement in the study of anatomy.” The $50 
award has been named in honor of Dr. Leslie B. 
Arey, professor emeritus of anatomy. Winner of the 
Roche award, given by Hoffman—LaRoche Inc., “for 
outstanding scholastic attainment during the sopho- 
more year,” was Albert D. Newcomer, Dixon, II] 
Mr. Newcomer was given a scroll and an engraved 
watch. 


LOUISIANA 

Lectureship in Social Psychiatry.—Tulane Univer- 
sity, New Orleans, has announced the creation of a 
lectureship in social psychiatry jointly sponsored by 
the department of psychiatry and neurology and 
the department of sociology and anthropology and 
supported by the Mona Bronfman Sheckman Foun- 
dation. Dr. John P. Spiegel, the first speaker in this 
annual series of lectures, discussed “The Structure 
and Function of Social Rules in the Doctor-Patient 
Relationship” Oct. 23 through 25. The guest lec- 
turers will be alternately a social scientist and a 
psychiatrist. The lectures will be published in mon- 
ograph series. (For information contact the program 
co-chairmen, Dr. Harold 1. Lief or Prof. Forrest E. 
LaViolette, Ph.D., Tulane University.) 


MARYLAND 

Visiting Lecturer.—Prof. Curt Stern, Ph.D., of the 
University of California, Berkeley, will be visiting 
lecturer in medicine at the Johns Hopkins Hospital. 
Baltimore, during the month of January, 1959. 
During this time he will give a series of 12 lectures 
entitled “A Survey of Human Genetics.” 


MASSACHUSETTS 

Mueller Memorial Lecture.—Joshua Lederberg, 
Ph.D., one of three American scientists to share the 
1958 Nobel prize in medicine and physiology, de- 
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livered the second annual J. Howard Mueller Me- 
morial. Lecture at the Harvard Medical School, 
Boston, Nov. 13 on “Genes and Antibodies: Genetic 
Models of Immunity and Differentiation.” The lec- 
ture honors Dr. Mueller who at the time of his 
death in 1954 was Charles Wilder Professor of 
Bacteriology and Immunology at Harvard. W. E. 
Van Heyningen, of Oxford University, England, 
delivered the first Mueller Memorial Lecture in 
April, 1958. 


Seminar on Medical Education.—The department 

of medical education at Beverly Hospital, Beverly, 

has announced a Seminar on Medical Education for 
the non-university hospitals of New England to be 
held Jan. 9-10 with Drs. Alexander M. Burgess, 

Providence, R. I., and John C. Leonard, Hartford, 

Conn., as co-chairmen. A symposium, “Considera- 

tions in the Maintenance of an Effective Teaching 

Program in the Non-University Hospital,” will be 

moderated by Dr. Leonard, 3:15 p. m., Jan. 9. 

Other topics and participants are as follows: 

Aims and Objectives of the American Association of Directors 
of Medical Education, Dr. William J. Lahey, Hartford, 
Conn. 

The Community Teaching Hospital in Graduate Medical Edu- 
cation, Dr. Jean A. Curran, Boston. 

Report from the Educational Council for Foreign Medical 
Graduates, Dr. Dean F. Smiley, Evanston, Ill. 

The Future of the Non-University Hospitals in New Eng- 
land, Dr. John C. Nunemaker, Washington, D. C. 

For information write Dr. Philip D. Herrick, Direc- 

tor of Medical Education, Beverly Hospital, Bever- 

ly, Mass. 


MICHIGAN 

Births Decline.—During the first eight months of 
this year 2,436 fewer babies were born in Michigan 
than during the comparable period of 1957, the 
Michigan Department of Health reports. Birth reg- 
istrations during the initial two-thirds of 1958 
totaled 129,172, as against 131,608 in the first eight 
months of last year. Births for 1958 exceeded 1957 
monthly totals for the first five months of this year, 
but June, July, and August births totaled 891, 1,145, 
and 787 under the same months of last year. State 
health department records show that in 1957 births 
ran behind the previous year for the first four 
months but then rallied sharply and set an all-time 
12-month record of 207,308. 


NEW JERSEY 

Aging Division and Senior Center Established.—As 
a result of a study of its 150-member citizens com- 
mittee, the Bergen County Tuberculosis and Health 
Association of New Jersey has established a Di- 
vision of the Aging and opened a Senior Center, 
which will offer both an activity program and a 
specialized guidance and referral service. The di- 
vision will plan additional projects and work to 
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stimulate public interest and activity in further 
aspects of aging, such as preparation for retirement, 
housing, facilities for the chronically ill, etc. For 
information, write to the association at 369 Union 
St., Hackensack, N. J. 


NEW YORK 

Dr. Moe Honored.—Dr. Gordon K. Moe, chairman, 
department of physiology, State University Upstate 
Medical Center in Syracuse, received the University 
of Minnesota’s outstanding achievement award 
Sept. 29. The award was given at the university's 
Medical Foundation Day exercises. Dr. Moe has 
been chairman of the physiology department of the 
Upstate Medical Center since 1950. He previously 
was on the faculties of Harvard Medical School 
and the University of Michigan Medical School, 
Ann Arbor. Dr. Moe received a traveling fellow- 
ship from the American Physiology Society for 
study at Oxford in 1947, and was a visiting scientist 
at Sandoz Laboratories, Basel, Switzerland, in 
1949. In 1951 he served on a medical teaching mis- 
sion of the Unitarian Service Committee and World 
Health Organization to Israel and Iran. 


New York City 

Bronx Hospital Expands Facilities—A $350,000 
project involving the installation of a postoperative 
recovery unit and expansion of the operating the- 
ater and the x-ray department has been completed 


by the Bronx Hospital, Dr. Aaron A. Karan, hospi- 
tal director, has announced. The remodeled, air- 
conditioned, and expanded operating theater will 
facilitate the surgical management of the increase 
in the number of formidable procedures performed 
at the hospital. In 1957 more than 5,500 operations 
were performed at the hospital. 


Eightieth Birthday Celebration.—A meeting spon- 
sored by the Association for the Advancement of 
Psychoanalysis in honor of Dr. Kurt Goldstein's 
80th birthday was held at the New York Academy 
of Medicine, Oct. 22. Speakers at the meeting were: 
Dr. Harold Kelman, speaking on “Kurt Goldstein's 
Influence on Psychoanalytic Thought”; Dr. Law- 
rence S. Kubie, on “A Reexamination of the Con- 
cepts of Conscious, Preconscious and Unconscious 
Functions”; Rollo R. May, Ph.D., on “Kurt Gold- 
stein and Concepts of Creativity,” and Dr. Fred- 
erick A. Weiss, on “Kurt Goldstein and His Concept 
of Human Nature.” 


Advisory Board for Institute of Nutrition.—Former 
President Herbert Hoover has accepted the post of 
honorary chairman of the new advisory board of 
the Institute of Nutrition Sciences at Columbia Uni- 
versity. Mr. Hoover opened the first meeting of the 
advisory board Oct. 1. The meeting of the board 
marks the activation of plans for the Institute of 
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Nutrition Sciences, for which arrangements have 
been completed and which was created at Colum- 
bia to meet the need for properly trained experts 
to combat problems of nutrition. The plans include 
cooperative activity with institutions in foreign 
countries. Institute headquarters are at Columbia- 
Presbyterian Medical Center, in the School of Pub- 
lic Health. The facilities of Columbia’s graduate 
schools and institutes have been made available for 
teaching and research. 


OREGON 

Dr. Dunphy Appointed Surgical Department Chair- 
man.—Dr. John E. Dunphy has been appointed 
professor and chairman of the department of sur- 
gery at the University of Oregon Medical School, 
Portland. He will take up his new duties after the 
first of the new year. Currently professor of surgery 
at Harvard Medical School, Boston, Dr. Dunphy 
also is director of the Harvard Surgical Service 
and the Sears Laboratory at Boston City Hospital. 
He will assume the position vacated a year ago by 
Dr. William K. Livingston, who retired to a part- 
time position in surgery after serving as professor 
and departmental chairman for more than a decade. 
Named professor of surgery at Harvard in 1955, 
Dr. Dunphy serves on the editorial boards of the 
New England Journal of Medicine, the Annals of 
Surgery, and the American Journal of Surgery. 


PENNSYLVANIA 

Meeting on Rehabilitation —The Pennsylvania 

Academy of Physical Medicine and Rehabilitation 

will meet at the Harrisburg Hospital, Harrisburg, 

at 1:00 p. m., Jan. 17. The program will be as 
follows: 

Management of Low Back Problems, Dr. George A. Berk- 
heimer, chief of the orthopedic department of Harrisburg 
Hospital. 

Management of the Paraplegic, Dr. Robert L. Harding, head, 
department of plastic surgery. 

Rehabilitation of the Lower Extremity Amputee, Dr. Allen $ 
Russek, director, Physical Medicine and Rehabilitation 
Hospital for Joint Diseases, New York City. 

Management of Cervical Problems, Dr. Nathan Sussman, 
chief Arthritis Clinic and head department of physical 
medicine and rehabilitation of the Harrisburg Hospital 

Physical Treatment of Shoulder Lesions, Dr. William H. 
Schmidt, head department of physical medicine and re- 
habilitation, Jefferson Medical College, Philadelphia. 


For information write Dr. Joseph M. Johnston, 
Secretary-Treasurer, Pennsylvania Academy of 
Physical Medicine and Rehabilitation, 694 Wash- 
ington Road, Pittsburgh 28. 


Philadelphia 

Dr. Ravdin Receives Lovelace Award.—Dr. Isidor 
S. Ravdin, vice-president for medical development, 
University of Pennsylvania, and John Rhea Barton 
professor of surgery, was named to receive the 
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first annual Lovelace Foundation award in a cere- 
mony in Albuquerque, N. M., Nov. 18. According 
to Dr. Burgess L. Gordon, executive secretary of 
the foundation, and formerly president of Women’s 
Medical College in Philadelphia, the award will go 
each vear to the nation’s “most outstanding medical 
figure” as selected by the foundation’s board of 


directors. 


PUERTO RICO 

Physicians Meeting in Santurce.—The American 
College of Physicians eighth regional meeting will 
be held Dec. 19-20 at the Puerto Rico Medical As- 
sociation Building, Santurce, Puerto Rico. Presiding 
at the opening sessions will be Dr. F. Hernandez- 
Morales, governor of the college for Puerto Rico. 
Of the 17 papers scheduled, the following will be 
included in the first session: “Recent Developments 
in the Diagnosis of Hyperparathyroidism” and “An- 
gina Pectoris and Its Gastrointestinal Interrelation- 
ships,” by Major Milton E. Rubini, M. C., U. S. 
Army and Dr. Henry L. Bockus, Philadelphia, re- 
spectively. Guest speaker and official representative 
of the college at the noon luncheon, Dec. 20, will 
be Dr. Robert Wilson, Charleston, S. C., regent of 
the college. For information write the American 
College of Physicians, 4200 Pine St., Philadelphia 4 


WEST VIRGINIA 

Dr. Laird Receives Surgeons’ Award.—Dr. William 
R. Laird, of Montgomery, received the Distin- 
guished Service Award of the American College of 
Surgeons during the annual meeting of the clinical 
congress in Chicago, Oct. 6-10. Dr. Laird has served 
as West Virginia governor of the American College 
of Surgeons, and is a diplomate of the American 
Board of Surgery. He is currently chairman of the 
visiting committee of West Virginia University 
School of Medicine, Morgantown. Dr. Laird is also 
president of the board of trustees of the Laird 
Foundation, a director of Education Foundation, 
Inc., and trustee of the Daywood Art Gallery in 


Lewisburg. 


Personal.—Dr. Margaret T. Ross, of Beckley, has 
been appointed director of the Division of Com- 
munity Services of the State Department of Mental 
Health. Dr. Ross has been serving as chief of psy- 
chiatry at Beckley Memorial Hospital since it 
opened in December, 1955.——Dr. John W. Lane, 
of Middletown, Conn., has been named acting 
superintendent of the Spencer State Hospital, 
Spencer, to succeed Dr. Isaac C. East, who has 
accepted appointment as staff psychiatrist at the 
Mississippi State Hospital at Whitfield ——At the 
annual meeting of the West Virginia Heart Asso- 
ciation, Oct. 10, Dr. James H. Wolverton Jr., of 
Piedmont, was elected president and Dr. Jesse J. 
Jenkins Jr., of Fairmont, president-elect. 


° 
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GENERAL 

Prevalence of Poliomyelitis.—According to the Na- 
tional Office of Vital Statistics, the following num- 
ber of reported cases of poliomyelitis occurred in 
the United States, its territories and possessions in 
the weeks ended as indicated: 


Noy. 15, 1958 


-— “~~ —~ Nov. 16, 
Paralytiec Total 1957 
Area Type Cases Total 
New England States 
Bhode [sland 
Middle Atlantic States 
4 6 1 
East North Central States 
IMinois ....... 2 3 
West North Central States 
7 8 


South Atlantic States 
1 1 
District of Cohiumbia ............ 1 
2 
1 


East South Central States 
West South Central States 


= 


Mountain States 
1 


te 


Pacific States 


106 162 47 


Fellowships for Research in Blindness.—The Na- 
tional Council to Combat Blindness, Inc., has an- 
nounced that it is now accepting applications for 
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its 1959-1960 Fight For Sight grants-in-aid, research 
fellowships and summer (1959) student fellowships. 
The closing date for receipt of completed applica- 
tions for grants and fellowships has been advanced 
to March 1, 1959, in order to allow time for process- 
ing and review. Applications for summer student 
fellowships will be reviewed in advance of the June 
meeting of the Scientific Advisory Committee. Ap- 
propriate forms may be obtained by addressing: 
Secretary, National Council to Combat Blindness, 
Inc., 41 W. 57th St., New York 19. Fight For Sight 
grants-in-aid and full-time research fellowships are 
generally awarded for a period of one year and 
may be extended for an additional period with the 
approval of the National Council to Combat Blind- 
ness’ Scientific Advisory Committee, chaired by 
Dr. Charles A. Perera, associate clinical professor 
of ophthalmology, College of Physicians and Sur- 
geons, Columbia University, New York City. The 
Scientific Advisory Committee, which votes on all 
awards, now numbers 18, having recently weleomed 
to its ranks a new member, Dr. Frank W. Newell, 
chairman of the section of ophthalmology, depart- 
ment of surgery, University of Chicago Medical 
School. 


Meeting of Surgeons in Miami Beach.—Nearly 100 
surgeons from 19 states and three foreign countries, 
including instructors from 18 medical schools, will 
present the scientific program at the Southeastern 
Regional Meeting of the U. S. Section, International 
College of Surgeons, in Miami Beach, Fla., Jan. 4-7. 
Sessions will be held in the Americana Hotel. The 
first day a cinema program will be presented under 
the direction of Drs. Philip Thorek and Jerome J. 
Moses, Chicago. Starting Jan. 5, 12 surgical special- 
ties will hold breakfast discussions, with a question- 
and-answer period for an hour. These will be 
followed by a general surgery program, with a 
break for viewing scientific exhibits. Specialty group 
meetings will be held Monday and Tuesday after- 
noons. Smith, Kline & French, Philadelphia, will 
televise operations in color in the mornings from 
St. Francis Hospital, Miami Beach, to the Ameri- 
cana Hotel. A panel for general practitioners on 
Tuesday morning has been accorded category | 
credit by the American Academy of General Prac- 
tice and will deal with the management of surgical 
emergencies, with Dr. Ross T. McIntire, Chicago, 
executive director of the International College of 
Surgeons, as moderator. Dr. Louis M. Orr of Or- 
lando, Fla., President-Elect of the American Medi- 
‘al Association, will be the banquet speaker the 
evening of Jan. 6. There will be a $10 registration 
fee for members of the college and $5 for members 
of the American Academy of General Practice. 
Guests, interns, residents, and nurses will be ad- 
mitted free. Information may be obtained from 
Dr. Harold O. Hallstrand, general chairman, 7210 
Red Road, South Miami, Fla. 


4 4 
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Foreign Speakers on Lecture Program.—Dr. 
Macdonald Critchley, of the National Hospital for 
Nervous Diseases, London, England, delivered the 
first Squibb centennial lecture in this country at 
the Medical College of Virginia, Richmond, Oct. 1 
on “Language Disorders—Past, Present and Fu- 
ture.” The Squibb Company is sponsoring the ap- 
pearance in the United States of eight foreign scien- 
tists. Additionally, eight outstanding American 
scientists are included in the program. Other 
scientists from outside the United States who will 
deliver Squibb centennial lectures include: Dr. 
John F. Brock, University of Cape Town, South 
Africa; Dr. J. F. Danielli, professor of zoology, 
University of London, England; Dr. J. C. Eccles, 
Australian National University, Canberra, A. C. T.: 
Dr. J. H. Gaddum, Edinburgh University, Scot- 
land; Dr. Luis F. Leloir, Biochemistry Research In- 
stitute, Buenos Aires, Argentina; Dr. A. Luoff, 
Institute Pasteur, Paris, France; and Dr. F. Lynen, 
Max Planck Institute for Cell Chemistry, Munich 
Germany. 


Medical Record Consultants.—At the annual meet- 
ing of the Association of Medical Record Consult- 
ants at Boston Oct. 17, Mr. Stephen S. Henkin, 
medical record consultant of the Health Insurance 
Plan of Greater New York, was reelected president 
and Adaline C. Hayden, Associate Editor of Stand- 
ard Nomenclature of Diseases and Operations, 
American Medical Association, was reelected secre- 


tary-treasurer. The association arranged for its first 
scientific assembly to be held in Chicago in January, 
1960. The meeting will be epen to anyone interested 
in the consulting phases of medical record library 
science. The association also established a nominee 
membership to develop educational opportunities 
in the field of medical record library consultation. 


Foundation Grants for Research.—Research Cor- 
poration, a nonprofit foundation, distributed as 
grants-in-aid during fiscal 1958, ended Oct. 31, a 
total of $1,244,000. The last quarter grants were 
made among four areas of the foundation’s interests: 


Frederick Gardner Cottrell Grants—$146,908 granted to 46 
colleges and universities in 24 states and to the American 
University of Beirut for basic research in the natural 
sciences. 

The Williams—Waterman Fund for the Combat of Dietary 
Diseases—$68,260 granted to universities both in the U. S. 
and abroad for basic research and experimental programs 
related to the field of human nutrition. 

The Brown—Hazen Fund—$4,700 granted to Baylor Univer- 
sity, concerns itself with fundamental research in bio- 
chemistry, microbiology, and immunology. 

Howard Andrews Poillon Fund—$39,391 granted to four 
universities in the U. S. for programs of “exceptional scien- 
tific merit” which fall outside the scope of the major funds. 


Research Corporation was established in 1912 
by the late inventor-scientist Frederick Gardner 
Cottrell, who was professor of chemistry at the 
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University of California. The foundation supports 
research in the natural sciences in educational and 
scientific institutions. 


Award for Rehabilitation Study.—The World Re- 
habilitation Fund has created the Arde Bulova 
Memorial Fellowship in Rehabilitation and the first 
recipient of the award is to be Dr. Alois Bruegger 
of Basel, Switzerland. Dr. Bruegger will come to 
New York in January, 1959, for a six months’ course 
in rehabilitation of paraplegic patients at the Insti- 
tute of Physical Medicine and Rehabilitation, New 
York Universitvy—Bellevue Medical Center. On com- 
pletion of his training, Dr. Bruegger, a neurosur- 
geon, will be the medical director of a special 
paraplegia unit in the rehabilitation center at the 
Basel University Hospital. Dr. Howard A. Rusk is 
president of the World Rehabilitation Fund. The 
late Mr. Bulova was chairman of the Employer's 
Subcommittee of the President’s Committee on Em- 
ployment of the Physically Handicapped. The 
World Rehabilitation Fund is a voluntary agency 
supported by American industry to help other na- 
tions develop rehabilitation services for their 
physically handicapped. 


Commissioners Review Mental Health Programs.— 
The commissioners who direct the state mental 
health and hospital programs of 29 states met in 
Kansas City, Mo., in October, under the auspices 
of the American Psychiatric Association, to review 
and analyze trends in these programs and the fiscal 
and administrative problems underlying them. It 
was the first time that the commissioners, or those 
who function as such, had met together as a na- 
tional group. The commissioners authorized release 
of a statement which read in part as follows: 


The 49 states are now spending over a billion dollars 
annually for the operation and construction of mental 
hospitals. In recent years the results of these heavier 
expenditures in personnel, in research, and in training areé 
increasingly visible in better patient-staff ratios in the mental 
hospitals, in decreasing hospital populations despite the 
highest admission rates in history, and in the greatest number 
of discharges ever witnessed. 

The commissioners are well aware of the pressures upon 
limited financial resources in the states . and of their 
responsibility for indicating the amount and _ priority of 
resources to be devoted to mental illness and health—a 
problem responsible for the occupancy of half of the total 
hospital beds of the nation, and affecting at least one in 
every 10 persons at some point during their lifetime. They 
are aware that the cost of mental illness to the nation in 
terms of employment lost and direct expenditures is over 
$2,500,000,000 a year. 

The commissioners have reviewed mental health needs in 
the light of current trends. . . . 

The commissioners affirm their belief that potential ad- 
vances are magnificently promising and that NOW is the 
time to invest heavily in state mental health and hospital pro- 
grams. If this is done, it will accelerate a movement which. 
in the foreseeable future, may be expected to minimize tre- 
mendous costs in capital outlays for mental hospital construc- 
tion and add greatly to the productive potential of the nation. 
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The commissioners also recorded their intention 
of organizing as a permanent group to meet regu- 
larly to exchange information about their programs 
and how they may be further advanced. The group 
at Kansas City designated themselves as a Com- 
mittee of the Whole pending formal organization. 
An executive committee was formed to work out the 
details of organization with Dr. George W. Jack- 
son, Topeka, Kan., as chairman. Commissioners 
who were not present in Kansas City will be invited 
to participate in the new organization. 


EXAMINATIONS 
AND 
LICENSURE 


NATIONAL BOARD OF MEDICAL EXAMINERS 


National Board of Medical Examiners: Part II only, April 
21-22; Parts I and II, June 16-17; Part I only, Sept. 9-10. 
Examinations must be received at least six weeks in ad- 
vance of a specific examination date. Examining centers 
established after close of registration. Exec. Sec., Dr. John 
P. Hubbard, 133 South 36th St., Philadelphia 4. 


EDUCATIONAL COUNCIL FOR FOREIGN MEDICAL 
GRADUATES, INC. 


Educational Council for Foreign Medical Graduates, Inc.: 
Stations around the world, Feb. 17. Deadline for foreign 
applications was Nov. 17. The following examination will 
be held Sept. 22 with application deadline of June 22. 
Exec. Director, Dr. Dean F. Smiley, 1710 Orrington Ave., 
Evanston, Ill. 


BOARDS OF MEDICAL EXAMINERS 


ALABAMA: Written. Montgomery, June 16-18. Sec., Dr. D. G. 
Gill, State Office Bldg., Montgomery 4. 

Ataska:® On application in Anchorage and Juneau. Sec., 
Dr. W. M. Whitehead, 172 South Franklin St., Juneau. 

Arizona:*® Written Examination and Reciprocity. Phoenix, 
Jan. 14-16. Sec., Dr. Thomas H. Bate, 2910 North 7th Ave., 
Phoenix. 

Connecticut: * Homeopathic. Examination. Derby, Jan. 13. 
Sec., Dr. Donald A. Davis, 38 Elizabeth St., Derby. 

DeLawarE;: Written Examination and Endorsement. Dover, 
Jan. 13-15, Jan. 22. Sec., Dr. Joseph S. McDaniel, Pro- 
fessional Bldg., Dover. 

Grorcia: Examination and Reciprocity. Atlanta, June. Sec., 
Mr. C. L. Clifton, 224 State Capitol, Atlanta 3. 

Guam: Subject to Call. Act. Sec., Dr. F. L. Conklin, Agana. 

Hawau: Examination. Honolulu, Jan. 12-13. Sec., Dr. I. L. 
Tilden, 1020 Kapiolani St., Honolulu. 

Ipano: Examination and Endorsement. Boise, Jan. 12-14. 
Sec., Mr. Armand L. Bird, 364 Sonna Bldg., Boise. 

ILuinois: Examination and Reciprocity. Chicago, Jan. 26-30. 
Supt. of Registration, Mr. Fredric B. Selcke, Capitol 
Bldg., Springfield. 
Massacuusetts: Examination. Boston, Jan. 13-16. Sec., Dr. 
Robert C. Cochrane, State House, Room 37, Boston 33. 
Minnesota:® Examination. Minneapolis, Jan. 20-22. Reci- 
procity. St. Paul, February. Sec., Dr. F. H. Magney, 230 
Lowry Medical Arts Bldg., St. Paul. 

Missourt: Examination. Kansas City, Jan. 9-10. Exec. Sec., 
Mr. John A. Hailey, Box ???, Jefferson City. 
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Montana: Examination and Reciprocity. Helena, April 7. 
Sec., Dr. Thomas L. Hawkins, 555 Fuller Ave., Helena. 
Nepraska:*® Examination. Omaha, June. Director, Mr. 
Husted K. Watson, Room 1009, State Capitol Bldg., Lin- 

coln 9. 

New Hampsuire: Examination and Endorsement. Concord, 
Mar. 11-14. Sec., Dr. Edw. W. Colby, 61 So. State St., 
Concord. 

Nortu Carouina: Reciprocity. Southern Pines, Jan. 17. Ex- 
amination. June. Asst. Sec., Mrs. Louise J. McNeill, 716 
Professional Bldg., Raleigh. 

Nortu Daxora: Examination and Reciprocity. Grand Forks, 
Jan. 7-10. Sec., Dr. C. J. Glaspel, Grafton. 

OxLaHoMa:® Examination. Oklahoma City, June 2-3. Exec. 
Sec., Mrs. E. L. Haidek, 813 Braniff Bldg., Oklahoma City. 

Ornecon:*® Examination. Portland, Jan. 6-7. Reciprocity. Port- 
land, Jan. 8-10. Exec. Sec., Mr. Howard I. Bobbitt, 609 
Failing Bldg., Portland 4. 

PENNSYLVANIA: Examination. Philadelphia, Jan. 7-10. Sec., 
Mrs. Margaret G. Steiner, Box 911, Harrisburg. 

Ruove Istanp:*® Examination. Providence, Jan. 8-9. Admin., 
Division of Professional Regulation, Mr. Thomas B. Casey, 
366 State Office Bldg., Providence. 

SoutH Daxora:* Examination. Sioux Falls, Jan. 20-21. Exec. 
Sec., Mr. John C. Foster, 300 First National Bank Bldg., 
Sioux Falls. 

Uran: Examination. Salt Lake City, July 8-10. Dir., Mr. 
Frank E. Lees, 324 State Capitol Bldg., Salt Lake City 1. 

WaASHINGTON:*® Examination. Seattle, Jan. 12-14. Sec., Mr. 
Thomas A. Carter, Capitol Bldg., Olympia. 

West Vircinia: Examination and Reciprocity. Charleston, 
Jan. 5-7. Sec., Dr. Newman H. Dyer, State Office Bldg. 
No. 3, Charleston 5. 

Wisconsin:*® Examination and. Reciprocity. Madison, Jan. 
13-15. Sec., Dr. Thomas W. Tormey. Jr., 1140 State Office 
Bldg., 1 West Wilson St., Madison. 

Wyomunc: Examination and Reciprocity. Cheyenne, Feb. 2. 
Sec., Dr. Franklin D. Yoder, State Office Bldg., Cheyenne. 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 


ARKANSAS: Examination. Little Rock, May 4-5. Sec., Dr. 
S. C. Dellinger, University of Arkansas, Fayetteville. 

Connecticut: Examination. New Haven, Feb. 14. Exec. 
Asst., Mrs. Regina G. Brown, 258 Bradley St., New Haven 
10. 

Fiorma: Examination. Miami, June 6. Sec., Mr. M. W. 
Emmel, University of Florida, Box 340, Gainesville. 

lowa: Examination. Des Moines, Jan. 13. Sec., Dr. Elmer W. 
Hertel, Wartburg College, Waverly. 

Kansas: Endorsement. Kansas City, Jan. 14. Examination. 
Kansas City, Jan. 16-17. Sec., State Board of Healing Arts, 
Dr. F. J. Nash, New Brotherhood Bldg., Kansas City. 

MicuHicaNn: Examination. Ann Arbor and Detroit, Feb. 12-13. 
Sec., Mrs. Anne Baker, 116 Stevens T. Mason Bldg., West 
Michigan Ave., Lansing. 

Minnesota: Examination. Minneapolis, Jan. 6-7. Sec., Dr. 
Raymond N. Bieter, 105 Millard Hall, University of Min- 
nesota, Minneapolis 14. 

New Mexico: Examination. Santa Fe, Jan. 18. Sec., Mrs. 
Marguerite Cantrell, Box 1522, Santa Fe. 

OKLAHOMA: Examination. Oklahoma City, Mar. 27-28. Exec. 
Sec., Mrs. L. Haidek, 813 Braniff Bldg., Oklahoma City. 

TENNESSEE: Examination. Memphis, Dec. 31-Jan. 1. Sec., 
Dr. O. W. Hyman, 62 South Dunlap St., Memphis 3. 


Texas: Examination. April 1959. Certificates issued by rec- 


iprocity and waiver on the first and fifteenth of each 
month. Sec., Bro. Raphael Wilson, 407 Perry-Brooks Bldg., 
Austin. 

WasuinctTon: Examination. Seattle, Jan. 7-8. Sec., Mr. 
Thomas A. Carter, Capitol Bldg., Olympia. 


*Basic Science Certificate required. 
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GOVERNMENT SERVICES 


AIR FORCE 


New Hospital.—_The United States Air Force Hos- 
pital at Andrews Air Force Base, Washington, D. C., 
was formally dedicated on Nov. 7. Major Gen. Olin 
F. MclIInay, deputy surgeon general, in his dedi- 
catory address, stated that this new facility sym- 
bolized the many advancements and improvements 
that have been made in military and clinical medi- 
cine. The hospital, which was opened on Aug. 4, 
has 250 beds located in nine wings. In addition, 
it can accommodate over 100 transient patients at 
one time as part of the U. S. A. F. aeromedical 
evacuation system. The Air Force Clinic, a group 
of specialty clinics designed to provide examina- 
tion and treatment of patients on an appointment 
basis, is staffed and equipped to see about 800 
persons daily. A five-story, air-conditioned, brick 
structure, the hospital has many modern systems 


New hospital, Andrews Air Force Base. 


including central oxygen distribution, vacuum suc- 
tion, pneumatic tube message delivery, intercom- 
munications in all clinics and ward areas, radio 
public address, an audiovisual nurse and doctor 
paging system, and closed circuit color television 
service for instruction in professional subjects. Col. 
Aubrey L. Jennings, M.C., U. S. Air Force, is com- 
mander of the hospital and surgeon of headquarters 
command. 


Consultants Visit Medical Installations.—Drs. Ar- 
thur W. Proetz and Theodore E. Sanders, consult- 
ants to the Air Force surgeon general recently 
visited Air Force medical installations in Germany, 
France, England, Spain, Libya, and Morocco. Dr. 
Proetz of St. Louis is a’consultant in otolaryngology 
and Dr. Sanders also of St. Louis is a consultant in 
ophthalmology. In line with the surgeon general's 
policy, they advised on problem cases in their re- 
spective specialties and conducted lectures and 
teaching sessions at medical installations. 
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VETERANS ADMINISTRATION 


Hospital News.—Dr. Oskar Diethelm, professor of 
psychiatry, Cornell University Medical College, 
addressed the Suffolk County District Branch of 
the American Psychiatric Association and the staff 
of the Veterans Administration Hospital, Northport, 
N. Y., Oct. 28, on “Thyroid Studies in Psychopath- 
ologic Disorders.” 

Dr. Jackson A. Smith, associate director for re- 
search, Nebraska Psychiatric Institute, University 
of Nebraska College of Medicine, Omaha, ad- 
dressed the staff on Nov. 3, at the VA Hospital, 
Jefferson Barracks, Mo., on “Lost Tranquility: A 
Persisting Epidemic.” 

Dr. Joseph Hirsh, associate professor, Albert 
Einstein College of Medicine, addressed the 
staff of the VA Hospital, Northport, New York, 
Sept. 22, on “The Dimensions and Dynamics of 
Alcoholism.” 


PUBLIC HEALTH SERVICE 


Water Pollution Report.—A report on the water 
pollution control program for the fiscal years 1957 
and 1958 covering all phases of the program—con- 
struction of sewage treatment plants, interstate en- 
forcement activities, research and basic data analy- 
ses, and the need for increased public awareness 
of the water pollution problem—is now available. 
It may be obtained from the Water Pollution Con- 
trol Program of the Public Health Service in Wash- 
ington, or from Regional Engineers in the following 
cities: 

Region | and 2, Room 1200, 42 Broadway, New 
York 4; Region 3, 700 E. Jefferson St., Charlottes- 
ville, Va.; Region 4, Room 164, 50 Seventh St. N. E., 
Atlanta 23, Ga.; Region 5, Room 200, 69 W. Wash- 
ington St., Chicago 2; Region 6, 2305 Federal Office 
Bldg., 911 Walnut St., Kansas City 6, Mo.; Region 7, 
Ninth Floor, 1114 Commerce St., Dallas 2, Texas: 
Region 8, Room 551, 621 17th St., Denver 2; Region 
9, 447 Federal Office Bldg., Civic Center, San 


Francisco 2. 


Personal.—Dr. H. van Zile Hyde has been appointed 
assistant to the surgeon general for international 
health. Dr. Hyde, who entered public health as a 
full-time career in 1941, was active in the United 
States preparations for the formation of the World 
Health Organization 10 years ago. He has served as 
chairman of the WHO Executive Board and on the 
directing council of the Pan American Sanitary 
Organization. 
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DEATHS 
— 


Adams, Warren Sanford, New York City; Bellevue 
Hospital Medical College, New York City, 1897; 
died Oct. 20, aged 95. 


Agnew, Lloyd Campbell ® Lynchburg, Va.; born 
in Charleston, S. C., Jan. 9, 1916; Medical College 
of South Carolina, Charleston, 1939; specialist cer- 
tified by the American Board of Anesthesiology; 
member of the American Society of Anesthesiolo- 
gists and the Lynchburg Academy of Medicine; 
veteran of World War II; interned at the University 
Hospitals in lowa City, Iowa, where he served a 
residency; served a residency at the Joseph H. 
Pratt Diagnostic Hospital in Boston and the George- 
town University Hospital in Washington, D. C.; 
associated with the Lynchburg General Hospital 
and the Virginia Baptist Hospital; died in the Uni- 
versity of Virginia Hospital in Charlottesville Oct. 
8, aged 42. 


Aronson, Joseph David, Philadelphia; born in Rus- 
sia Jan. 12, 1887; Medico-Chirurgical College of 
Philadelphia, 1908; professor of bacteriology at the 
Henry Phipps Institute of the University of Penn- 
sylvania; at one time professor of pathology at the 
University of Arkansas School of Medicine in Little 
Rock; specialist certified by the American Board 
of Pathology; member of the American Association 
of Pathologists and Bacteriologists, American So- 
ciety for Experimental Pathology, American Asso- 
ciation of Immunologists, American Association for 
the Advancement of Science, and the American 
Trudeau Society; in 1935 was appointed special 
expert on tuberculosis in the Indian Service under 
the U. S. Department of Interior and in 1950 was 
presented with its Distinguished Service Award for 
his work in connection with control of tuberculosis 
among American Indians; in recognition of his 
studies on the evaluation of BCG vaccine in the 
control of tuberculosis, the College of Physicians 
of Philadelphia on July 14, 1947, awarded him the 
Alvarenga Prize; veteran of World Wars I and II; 
aged 71; died Oct. 17 of coronary heart disease, in 
Paramaribo, Surinam, Dutch Guiana, where he 
went to study leprosy. 


Barber, John Raymond, Santa Cruz, Calif.; Rush 
Medical College, Chicago, 1902; served in the 
regular Army; veteran of World War I; died Sept. 
21, aged 80, of heart disease. 


Barnes, Lewis Chesley, Hamburg, Ark.; University 
of Tennessee College of Medicine, Memphis, 1912; 
past-president and secretary of the Ashley County 
Medical Society; served as medical examiner for 


i) Indicates Member of the American Medical Association. 


the Ashley County Draft Board during World Wars 
I and II; city and county health officer; died in the 
Lake Village (Ark.) Infirmary Oct. 4, aged 72, of 
coronary thrombosis. 


Beisbarth, Albert % St. Louis; Beaumont Hospital 
Medical College, St. Louis, 1899; associated with 
St. Anthony's and St. Mary’s hospitals; died in St. 
Luke's Hospital Oct. 16, aged S80, of coronary 
thrombosis. 


Beringer, Lester Eastwood “ Colorado Springs, 
Colo.; Marquette University School of Medicine, 
Milwaukee, 1915; service member of the American 
Medical Association; fellow of the American Col- 
lege of Surgeons; entered the medical corps of the 
U.S. Army in 1920; veteran of World Wars | and 
Il; retired Aug. 31, 1951; died in U. S. Army Hos- 
pital, Fort Carson, aged 67, Aug. 23, of acute 
pulmonary edema due to myocardial infarction and 
arteriosclerotic heart disease. 


Berman, Joseph ™ Brooklyn; Long Island College 
Hospital, Brooklyn, 1927; died in the Evangelical 
Deaconess Hospital Sept. 25, aged 55, of acute 
coronary occlusion. 


Bishop, Vernon Leslie, Rochester, N. Y.; University 
of Buffalo School of Medicine, 1907; life fellow of 
the Rochester Academy of Medicine; specialist 
certified by the American Board of Otolaryngology; 
veteran of World War I; on the staff of the High- 
land Hospital; died Oct. 5, aged 74. 


Bonar, Everett Twinem “™ La Jolla, Calif.; Ohio 
State University College of Medicine, Columbus, 
1920; member of the Ohio State Medical Associa- 
tion; for many years practiced in Columbus, Ohio, 
where he was on the staffs of St. Anthony and 
White Cross hospitals; died Sept. 28, aged 65. 


Bouslough, Elmer E., Aurora, IIl.; the Hahnemann 
Medical College and Hospital, Chicago, 1893; died 
in the Galena Boulevard Hospital July 21, aged 94. 


Brown, Alfred, Chicago; Atlanta College of Phy- 
sicians and Surgeons, 1912; died in Evergreen Park, 
Ill., July 6, aged 76. 


Campbell, William ™ Jackson Heights, N. Y.; Long 
Island College Hospital, Brooklyn, 1909; affiliated 
with Flushing (N. Y.) Hospital and Dispensary; 
died Sept. 28, aged 79, of arteriosclerotic heart 
disease. 


Cipriani, John Baptist, Des Plaines, Ill.; University 
of Illinois College of Medicine, Chicago, 1913; at 
one time on the faculty of his alma mater; served 
as managing officer of the Illinois Eye and Ear 
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Infirmary in Chicago; formerly on the stafts of West 
Suburban Hospital in Oak Park, and St. Elizabeth 
Hospital, St. Anne’s Hospital, and Mother Cabrini 
Hospital in Chicago, where he was first president 
from 1927 to 1933; associated with the old Chicago 
Surface Lines and continued as a physician with 
Chicago Transit Authority’s medical department; 
died in the Chicago Wesley Memorial Hospital 
Oct. 20, aged 67. 


Condon, John Joseph, Chicago; Northwestern Uni- 
versity Medical School, Chicago, 1911; veteran of 
World War I; formerly practiced in Bloomington, 
where he was on the staff of St. Joseph Hospital; 
died in St. Joseph Hospital Oct. 13, aged 69, of 
carcinoma of the lung. 


Cousins, Sidney Charles ® Washington, D. C.; 
George Washington University School of Medicine, 
Washington, 1916; served in France during World 
War I; associated with Doctors, Georgetown, 


George Washington University, Providence, and 
District of Columbia General hospitals and Sub- 
urban Hospital, Bethesda, Md.; died in San Fran- 
cisco Oct. 11, aged 65, of coronary occlusion. 


Donnelly, Edward John ™ Philadelphia; Jefferson 
Medical College of Philadelphia, 1931; assistant 
professor of clinical ophthalmology at his alma 
mater; specialist certified by the American Board 
of Ophthalmology; member of the American Acad- 
emy of Ophthalmology and Otolaryngology; fellow 
of the International College of Surgeons and the 
American College of Surgeons; on the staffs of the 
Philadelphia General Hospital and St. Vincent's 
Hospital for Women and Children, and the Wills 
Eye Hospital, where he died Oct. 11, aged 52, of 
coronary occlusion. 


Dougherty, Edward Francis, St. Petersburg, Fla.; 
Tufts College Medical School, Boston, 1924; vet- 
eran of World War I, interned at Rhode Island 
Hospital in Providence, R. |., where for many years 
he practiced and where he was chief of staff at 
St. Joseph’s Hospital; retired from the Veterans 
Administration March 31, 1955; died in St. An- 
thony’s Hospital Oct. 2, aged 64, of acute myocar- 
dial infarction. 


Elder, Eugene E. ® Youngstown, Ohio; born March 
22, 1890; Magyar Kiralyi Pazmany Petrus Tudo- 
manyegyetem Orvosi Fakultasa, Budapest, Hun- 
gary, 1922; member of the American Psychiatric 
Association; superintendent of the Woodside Re- 
ceiving Hospital; for six years assistant superin- 
tendent of the Massillon (Ohio) State Hospital; 
served with the Austrian troops and was captured 
by the Russians; in 1917 was transferred to Siberia, 
where he remained four years, serving as prison 
camp physician; came to America from Budapest 
in 1924; died in St. Francis Hospital, Miami Beach, 
Fla., Oct. 2, aged 68, of myocardial infarction and 
generalized arteriosclerosis. 
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Hitchins, Clayton Stanley ® New Haven, Conn.; 
Cornell University Medical College, New York 
City, 1938; assistant clinical professor of obstetrics 
and gynecology at Yale University School of Medi- 
cine; specialist certified by the American Board of 
Obstetrics and Gynecology; attending obstetrician 
and gynecologist at Grace-New Haven Community 
Hospital, where he died Oct. 14, aged 46, of carci- 
noma of the testis with metastases. 


lliff, Frances Jessie, Cincinnati; Laura Memorial 
Woman’s Medical College, Cincinnati, 1897; died in 
the Emerson A. North Hospital July 15, aged 84. 


Johnson, Frank ™ Eldorado, [Il.; Barnes Medical 
College, St. Louis, 1902; died in Galatia July 18, 
aged 86. 


Ketchersid, John Wesley, Albuquerque, N. M.; 
Vanderbilt University School of Medicine, Nash- 
ville, Tenn., 1898; died in Las Vegas, Sept. 28, 
aged 80. 


Klotz, Fred Guth ® Allentown, Pa.; University of 
Pennsylvania School of Medicine, Philadelphia, 
1911; fellow of the American College of Surgeons; 
past-president of the Lehigh County Medical So- 
ciety; on the staff of the Allentown General Hos- 
pital; for many years physician for the Lehigh 
County Prison; died Sept. 27, aged 71, of pulmonary 
edema and arteriosclerotic heart disease. 


Kvitek, Louis Charles Hinsdale, Chicago 
College of Medicine and Surgery, 1916; died Oct. 
ll, aged 67. 


Lipschutz, Sigmund W. “ Brooklyn; New York 
Homeopathic Medical College and Flower Hos- 
pital, New York City, 1921; died Sept. 12, aged 61, 
of acute coronary thrombosis. 


McCarthy, Daniel Joseph, Philadelphia; born in 
Philadelphia June 22, 1874; University of Penn- 
svlvania Department of Medicine, Philadelphia, 
1895; served as professor of medical jurisprudence 
at his alma mater and the Woman's Medical Col- 
lege of Pennsylvania; an associate member of the 
American Medical Association; fellow of the Amer- 
ican College of Physicians; member and past-presi- 
dent of the American Neurological Association and 
the Philadelphia Neurological Association; member 
of the American Psychiatric Association; a founder 
of the National Tuberculosis Association; named 
director of the Medical Department of Municipal 
Court in 1935 and in 1942 became director of 
probation, serving until 1948; veteran of World 
War I; a neurologist with the Army of Occupation 
in Germany; was in charge of the neurologic foun- 
dation at Temple University which was created 
for the study and treatment of nervous conditions 
arising from modern living conditions; served as 
chairman of the State Council of the Mental Hy- 
giene Division of the Public Charities Association 
of Pennsylvania; in 1950 elected chancellor of 
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Florida Southern College, Lakeland, which in 1951 
awarded him the degree of doctor of laws; in 1954 
Dr. McCarthy was awarded the “Distinguished 
Service Cross” by Palm Beach County Tuberculosis 
and Health Association, Inc., for his many contri- 
butions to the tuberculosis program over 50 years; 
consultant, State Hospital at Norristown, Pa.; con- 
sulting neurologist at Philadelphia General Hospi- 
tal and St. Agnes Hospital; editor of “Medical 
Treatment of Mental Diseases”; died in Ventnor, 
N. J., Oct. 9, aged 84. 


Muhly, Edward George ™ Philadelphia; Hahne- 
mann Medical College and Hospital of Philadel- 
phia, 1900; professor emeritus of histology at his 
alma mater; died in the Hahnemann Hospital Oct. 
10, aged 80, of congestive heart failure, uremia, 
and myocardial infarction. 


Onesti, Silvio Joseph ® San Francisco; Medical 
Department of the University of California, San 
Francisco, 1899; died Oct. 5, aged 83, of arterio- 
sclerotic heart disease. 


Platt, Marden Henry, Riverside, R. 1.; University 
of Vermont College of Medicine, Burlington, 1910; 
during World Wars | and II served on the Selective 
Service Board of Providence County number 2; 
associated with the Memorial Hospital in Paw- 


tucket; died Sept. 28, aged 72, of heart disease. 


Rhodes, Goodrich Barbour, Cazenovia, N. Y.; Co- 
lumbia University College of Physicians and Sur- 
geons, New York City, 1902; member of the 
founders group of the American Board of Surgery; 
member of the Southern Surgical Association; 
fellow of the American College of Surgeons; vet- 
eran of World War I; formerly associated with the 
U. S. Public Health Service; at one time practiced 
in Cincinnati, where he was on the staff of the 
Cincinnati General Hospital; died Oct. 5, aged 82, 
of chronic arteriosclerotic myocarditis. 


Ross, Lucretius Henry ® Bennington, Vt.; Harvard 
Medical School, Boston, 1898; president of the 
Bennington Water Board; in 1955 published a book 
on birds; on the staff of the Putnam Memorial 
Hospital, where he died Oct. 10, aged 91. 


Russell, Claude Vernard ™ Lansing, Mich.; Rush 
Medical College, Chicago, 1906; past-president of 
the Ingham County Medical Society; chief of staff 
Edward W. Sparrow and St. Lawrence hospitals; 
charter member of the Lansing Rotary Club; died 
Sept. 25, aged 77, of acute coronary occlusion and 
diabetes mellitus. 


Sanders, Leighton Albert, Durham, N. H.; Univer- 
sity of Vermont College of Medicine, Burlington, 
1932; resident physician at the Hood Infirmary at 
the University of New Hampshire; died in the New 
Hampshire State Hospital, Concord, Sept. 24, aged 
51, of acute asthma (asphyxia), hypertension, and 
chronic nephritis. 
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Sanders, Lewis Jackson, Fort Necessity, La.; Col- 
lege of Physicians and Surgeons, Memphis, Tenn., 
1911; died in Monroe Sept. 22, aged 92, of cerebro- 
vascular accident. 


Schaller, George Jacob, Fort Lauderdale, Fla.; 
Michigan College of Medicine and Surgery, De- 
troit, 1897; veteran of World War I; died in Boston, 
Mich., July 23, aged 86, of coronary thrombosis. 


Schmitt, Alexander Hunter, New York City; Uni- 
versity and Bellevue Hospital Medical College, 
New York City, 1907; an associate member of the 
American Medical Association; fellow of the Amer- 
ican College of Surgeons; served as president of 
the medical board of Misericordia Hospital, where 
he was a consultant; died Oct. 12, aged 74. 


Seebert, Joseph Eldred, Lexington, Va.; Jefferson 
Medical College of Philadelphia, 1916; veteran of 
World War I; died in Stonewall Jackson Hospital 
Sept. 26, aged 66, of complications as the result of 
a fractured hip. 

Smith, De Witt Talmage ™ Gainesville, Fla.; Uni- 
versity of Alabama School of Medicine, Mobile, 
1907; served as a member of the city council; on 
the staff of the Alachua General Hospital, where 
he died Sept. 23, aged 77, of cerebral hemorrhage. 


Smith, L. C., Henderson, Tenn.; Memphis (Tenn.) 
Hospital Medical College, 1902; died Sept. 25, aged 
84, of bronchopneumonia. 

Sparks, Francis Rufus ® Waverly, Iowa; North- 
western University Medical School, Chicago, 1904; 
tellow of the American College of Surgeons; past- 
president of the Bremer County Medical Society; 
veteran of World War I; a charter member and 
past-president of the Waverly Rotary Club; on the 
staff of St. Joseph’s Mercy Hospital, where he died 
Oct. 2, aged 76, of cerebral thrombosis. 


Spence, James Earle Hassard “® Hagerstown, Md., 
University of Toronto Faculty of Medicine, Toron- 
to, Ontario, Canada, 1923; served as resident sur- 
geon for the Western Maryland Railway; died in 
the Washington County Hospital Sept. 27, aged 62, 
of coronary occlusion. 


Stacey, Winthrop Downing, Melrose, Mass.; Tufts 
College Medical School, Boston, 1906; veteran of 
World War I; practiced in Boston; died in the New 
England Sanitarium and Hospital Sept. 14, aged 
76, of arteriosclerotic heart disease. 

Stasiunas, Juozas Joseph, Chicago; Imperial Mili- 
tary Medical Academy, St. Petersburg, Russia, 1917; 
interned at Roseland Community Hospital in Chi- 
cago; served as resident, State Hospital, Jamestown, 
N. D.; died in the Hospital of St. Anthony de Padua 
July 24, aged 64. 

Stayton, Chester A., Sr. © Indianapolis; born in 
Centerton, Ind., April 29, 1889; Indiana University 
School of Medicine, Indianapolis, 1915; formerly 
on the faculty of his alma mater; specialist certified 
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by the American Board of Radiology; fellow of the 
American College of Radiology; member of the 
Radiological Society of North America, American 
Radium Society, and the Industrial Medical Asso- 
ciation; served as secretary of the Indianapolis 
Medical Society; served as president and secretary- 
treasurer of the Indiana Roentgen Society; veteran 
of World War I, formerly associated with the U. S. 
Public Health Service Reserve; director of the 
Indiana Division of the American Cancer Society, 
of which he was National director; founder and 
formerly editor of the Indianapolis Medical Society 
Bulletin; associated with Witham Hospital, Leba- 
non, Ind., St. Francis Hospital, Beech Grove, and 
the Community Hospital and the Methodist Hos- 
pital, where he died Oct. 8, aged 69, of cerebral 
hemorrhage. 


Stevenson, Arthur P. ® Torrance, Calif.; Ensworth 
Medical College, St. Joseph, Mo., 1907; on the staff 
of the Torrance Memorial Hospital, where he died 
Sept. 27, aged 73, of bronchogenic cancer. 


Strickland, Harold ® Meriden, Conn.; McGill Uni- 
versity Faculty of Medicine, Montreal, Que., Can- 
ada, 1930; certified by the National Board of 
Medical Examiners; veteran of World Wars I and 
Il; past-president of the local board of health; in 
1948 vice-president of the Meriden Medical Society; 
associated with the Meriden Hospital and World 
War II Veterans Memorial Hospital; died Oct. 6, 
aged 60, of coronary thrombosis. 


Stuck, Robert Gustavus “ Wolcott, N. Y.; Syracuse 
(N. Y.) University College of Medicine, 1924; past- 
president of the Wayne County Medical Society; 
member of the American Academy of General 
Practice; served as a member of the board of 
education and as health officer; veteran of World 
Wars I and II; charter member and past-president 
of Wolcott Rotary Club; on the staff of the Edward 
J. Barber Hospital in Lyons; founder and owner 
of the Wolcott Hospital, where he died Sept. 24, 
aged 59, of Hodgkin's disease. 


Swanson, Harry Theodore “ Evanston, III.; Loyola 
University of Medicine, Chicago, 1916; member 
of the American Academy of General Practice; 
veteran of World War I; died in the Chicago 
Wesley Memorial Hospital Oct. 15, aged 69, of 
acute intrathoracic hemorrhage and bronchogenic 
cancer. 

Taylor, Frank Bashford ® Madison, Wis.; College 
of Physicians and Surgeons of Chicago, School of 
Medicine of the University of Illinois, 1904; on the 
staffs of the Madison General and St. Mary's hos- 
pitals; died Sept. 25, aged 79, of arteriosclerosis. 
Tenney, William Northend, Newton, Mass.; Har- 
vard Medical School, Boston, 1895; served overseas 
during World War I; died in the Newton—Wellesley 
Hospital Sept. 10, aged 89, of cancer of the prostate 
and bronchopneumonia. 
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Terry, Philip Roy, Asheville, N. C.; George Wash- 
ington University School of Medicine, Washington, 
D. C., 1907; coroner of Buncombe County; vice- 
president of the National Coroners’ Association; 
at one time practiced in Washington, D. C.; served 
as county jail physician and prison camp physician; 
died Sept. 29, aged 78, of coronary occlusion. 


Thomas, Henry S. ® Fort Washington, Pa.; born 
in Parker Ford, May 26, 1905; Temple University 
School of Medicine, Philadelphia, 1935; served as 
a command flight surgeon in the Army Air Force 
from 1941 to 1946 with the rank of lieutenant 
colonel; after release from active duty became 
medical director of Ciba Pharmaceutical Products, 
Inc., and later of Nepera Chemical Company; di- 
rector of medical service, Merck Sharp & Dohme 
Research Laboratories, which he joined in 1951 as 
assistant medical director; member of the Aero 
Medical Association and the Association of Military 
Surgeons of the United States; died Oct. 9, aged 
53, of coronary thrombosis. 


Thompson, John Maurice ® Van Nuys, Calif.; born 
in St. Louis Dec. 3, 1911; University of Cincinnati 
College of Medicine, 1941; fellow of the American 
College of Surgeons; specialist certified by the 
American Board of Surgery; assistant clinical pro- 
fessor of surgery at the University of California 
School of Medicine at Los Angeles; veteran of 
World War II; awarded the Presidential Unit 
Citation and Combat Medal Badge; interned at 
Missouri Baptist Hospital in St. Louis; served a 
residency at Veterans Administration Center in Los 
Angeles; on the staffs of St. Joseph Hospital in 
Burbank and Presbyterian Hospital-Olmsted Me- 
morial, Los Angeles; consultant, Veterans Admin- 
istration Hospital in Sepulveda; on the staffs of 
Encino Hospital and West Valley Community 
Hospital in Encino, and the Valley Hospital; trustee 
and medical adviser on the board at Valley Presby- 
terian Hospital, where last March he was presented 
with a plaque in appreciation of work in organizing 
the hospital and where he died Oct. 3, aged 46, of 
bronchogenic carcinoma. 


Tracy, George Thomas ™ Beverly, N. J.; Jefferson 
Medical College of Philadelphia, 1898; past-presi- 
dent and secretary of the Burlington County Medi- 
cal Society; member of the board of managers of 
the State Hospital in Trenton; died Oct. 2, aged 85. 


Trankle, Herbert Milo, Chippewa Falls, Wis.; Rush 
Medical Coliege, Chicago, 1901; formerly practiced 
in Bloomer, where he served on the city council 
and school board; served on the staff of Northern 
Wisconsin Colony and Training School; honorary 
staff member, St. Joseph’s Hospital, where he died 
Sept. 21, aged 78, of coronary thrombosis and dia- 
betes mellitus. 
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AUSTRIA 


Unusual Types of Plasmocytoma.—At the meeting 
of the Society of Physicians in Vienna on Oct. 17, 
Drs. $. Wuketich and G. Siegmund briefly review- 
ed Schulten and Kanzow’s classification of para- 
proteinemic reticulosis into three types, namely 
plasmocytoma, atypical macroglobulinemia, and 
Waldenstrém’s macroglobulinemia. They reported 
a series of six patients with plasmocytoma exam- 
ined at autopsy. Histological preparations revealed 
immature cellular plasmocytomas and_ neoplastic 
reticulosis with a plasmacytic differentiation. In 
only one case was an extramedullary generalization 
with infiltration of the lymph nodes present. Re- 
markable deviations could be detected by analyzing 
the serum proteins. The serum lability reaction 
(extremely shortened Weltmann coagulation band 
and negative thymol, cadmium, and distilled water 
reaction ) showed an abnormal stability of the se- 
rum. Paper electrophoresis revealed paraprotein 
double bands lying close together in the beta area; 
partly a remarkable broad, very strong beta band 
which has a lighter boundary toward gamma, and 
a somewhat masked beta double band. Tiselius 
electrophoresis always shows a separation of the 
large beta myeloma gradient into two or three sub- 
fractions. With the aid of analytical ultracentrifu- 
gation, so-called atypical macroglobulins with sedi- 
mentation constants of 8 to 14 Svedberg units were 
found. The peculiar chemical albumin findings in 
the mentioned plasmocytoma types were considered 
as a new constellation in the reaction of the serum 
proteins, namely as a type of the beta-plasmocys- 
toma with atypical macroglobulinemia. 


Hormone Which Inactivates Oxytocin.—At the 
meeting of the society of physicians in Vienna on 
Oct. 24, Dr. W. Miiller-Hartburg described a tech- 
nique for chemically determining the oxytocinase 
level in the serum. The oxytocinase activity in the 
serum had previously been measured by biological 
assay. The substrate, L-cystine-di-beta-naphthyla- 
mide is decomposed by the action of oxytocinase 
with splitting off of the colorimetrically measurable 
beta-naphthylamines. In the examination of 365 
serums the enzyme activity was found to increase 
progressively in healthy pregnant women up to the 
moment of birth. The oxytocinase level showed 
either a temporary or permanent decrease in the 
10th lunar month in a small percentage of women. 


The items in these letters are contributed by regular correspondents 
in the various foreign countries. 
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The level was highest in most of the pregnant wom- 
en at the time of delivery. It returned to the normal 
level of a nonpregnant woman within six weeks. 

The blood of the umbilical cord showed the 
normal level of a nonpregnant woman, and the 
retroplacental blood showed the highest level ob- 
served. No aminopeptidase activity could be de- 
tected in the amniotic fluid. Benign or malignant 
tumors of the sex organs did not change the 
oxytocinase level of the serum. Patients with cer- 
tain hepatic diseases showed a marked rise of the 
aminopeptidase activity. In patients with hypere- 
mesis gravidarum the oxytocinase level in the serum 
was 13% lower than in healthy patients. Extra- 
uterine and intrauterine pregnancy of the same dura- 
tion showed equal levels. In a woman with genuine 
prolongation of pregnancy beyond term a decrease 
of the oxytocinase level in the serum was observed 
after the patient reached the calculated term. 

Oxytocinase blocking agents may not be present 
in the serum of patients who are not pregnant. 
Sudden fluctuations in the oxytocinase level in the 
presence of severe hemorrhages during pregnancy, 
parturition, and immediately after birth may be ex- 
plained by changes in the fluid balance in the body. 
Oxytocinase does not seem to be responsible for the 
presence of aminopeptidase activity in the serum of 
women who are not pregnant, of men, and of pa- 
tients with hepatic diseases. Measurement of the 
oxytocinase level constitutes an accurate chemical 
test for pregnancy and gives the approximate age 
of the fetus. 


BRAZIL 


Tolazoline and Lymph Node Biopsy.—Dr. B. Guida 
Jr. studied the usefulness of tolazoline and cervical 
lymph node biopsy in a series of 102 patients with 
lung lesions and with cancer of the esophagus 
(Rev. paulista med. 53:234, 1958). The series was 
divided into two groups. Group | consisted of 53 
patients suspected of having pulmonary cancer and 
group 2 of 49 suspected of having cancer of the 
esophagus. In group 1, 37 had a histological diag- 
nosis of cancer and the remaining 16 had other diag- 
noses or no diagnosis. The author studied the 
results of the biopsy in its relationship with the pul- 
monary localization of the lesion and the presence 
or absence of palpable nodes in the supraclavicular 
region. He found that in 37 patients the tolazoline 
biopsy gave a correct diagnosis in 20, thus eliminat- 
ing the necessity of using other examinations. The 
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tolazoline biopsy offered the possibility of a diagno- 
sis by a simple technique, as the surgical proce- 
dure may be performed with local anesthesia in an 
outpatient clinic. Endoscopy, used in 14 cases, con- 
firmed the diagnosis in 5. In only 10 patients was 
thoracotomy performed for the confirmation of the 
diagnosis. In 17 there were palpable nodes at the 
base of the neck. Of these, 13 had a positive diag- 
nosis of cancer. On the other hand, of the 19 with- 
out palpable nodes at the base of the neck, 7 had 
positive biopsy findings. The presence of palpable 
nodes does not indicate, nor does their absence 
rule out, metastases. In the 16 patients with nega- 
tive biopsy findings, 7 were subjected to explora- 
tory thoracotomy, which led to the discovery of 
five cases of pulmonary abscess and two of aortic 
aneurysm. 

Of the 49 patients with esophageal cancer, 31 
had a positive histological diagnosis. The diagnosis 
of the rest was based on clinical and radiologic 
findings. Biopsy was performed in 23 on the right 
and in 26 on the left side. There were palpable 
nodes in 21—3 in the upper, 5 in the middle, and 13 
in the lower third. In this group of 21 patients, the 
biopsy was negative in the nodes from the middle 
and upper thirds and positive in 7 of those from the 
lower third. The biopsy was performed on the 
side of the palpable nodes. In the patients with no 
palpable nodes. a single biopsy was positive in two 
on the right side, from a total of three taken from 
the middle third. There was one positive biopsy in 
four patients with no palpable nodes in the left side, 
taken from the lower third. Thus, of the 49 patients 
in group 2, the biopsy was positive in 9. Tolazoline 
biopsy appeared to be indicated in patients sus- 
pected of having cancer of the esophagus whenever 
there is a palpable node in the supraclavicular re- 
gion or whenever the endoscopic biopsy is nega- 
tive. 


Cancer of the Uterus.—Dr. Arnaldo de Moraes and 
co-workers (An. brasil. ginec. 46:61, 1958) com- 
pared colposcopy, colpocytology, and biopsy for 
the early detection of cancer of the uterus. They 
found this a complex problem. Considering only 
colposcopy and cytology, they concluded that what 
was really being compared was the personal effi- 
ciency of the investigators. Their files included more 
than 9,000 cases, reduced to 8,542 after the elim- 
ination of incomplete records. After a second selec- 
tion of patients suspected of having cancer of the 
uterus by one or more of the methods of exami- 
nation, they studied a series of 660 cases which 
were divided as follows: 359, or 54.4%, that showed 
agreement of colposcopy, colpocytology, and biop- 
sy; 32, or 4.7%, that showed agreement of colpos- 
copy and biopsy; 23, or 3.4%, that showed agree- 
ment of cytology and biopsy; 52, or 7.8%, that 
showed agreement of colposcopy and cytology; 106, 
or 16.6%, in which the tentative diagnosis was based 
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on colposcopy only; 67, or 10.0%, in which it was 
based on cytology only; and 21, or 3.1%, in which it 
was based on biopsy only. Thus the total agreement 
between cytology and colposcopy amounted to 62.2% 
of the cases. The greater number of positive diag- 
noses by means of .olposcopy (66.9%) may be ex- 
plained by the inclusion of patients with minimal 
lesions (small mosaic areas, erosions, and nonchar- 
acteristic proliferations). In 92 patients with posi- 
tive colpocytologic examinations in stages 3 and 4, 
the control by repetition revealed a gradual de- 
crease of positivity, eliminating the suspicion of ma- 
lignancy in more than half of the patients. The 
authors concluded that, particularly in those with 
epidermoid cancer, the best results are obtained by 
the simultaneous use of colposcopy and cytology, 
which must be considered as concurrent and not as 
competitive methods of diagnosis. 


Acute Pancreatitis.—At a meeting of the Associagao 
Paulista de Medicina, Dr. David Rosenberg. re- 
ported a series of 275 patients with acute pancre- 
atitis. The age of the patients varied from 6 to 82 
vears, 111 being between ages 21 to 40 years and 
132 between ages 41 to 60 years. About 25 vears 
ago the treatment of acute pancreatitis was mainly 
surgical, but the tendency is now more and more 
conservative. This is due principally to the more 
frequent clinical diagnosis and the observation of a 
great number of patients cured without operation. 
Thus, in one group of 47 patients, the early surgical 
treatment, used in 18, showed a case fatality rate of 
about 50%, while in 27 treated conservatively this 
rate was only 18.5%. The medical treatment aims 
principally at alleviating the pain; combating the 
shock by transfusion; correction and maintenance 
of the electrolyte, caloric, and vitaminic equilibri- 
um; preventing infection by means of antibiotics: 
and inhibiting the pancreatic secretion by dieting. 
These general measures were used on 207 patients, 
with 28 deaths (13.5%). Surgical treatment was 
used on 68 patients, with 19 deaths (27.9%). In 13 
of the latter the operation was exploratory. The ex- 
ploratory laparotomy was performed in cases of 
wrong (9) or doubtful diagnosis. In most of these 
patients, as the true diagnosis was established, med- 
ical treatment was instituted. Dr. Rosenberg con- 
cluded that the surgical treatment of patients with 
acute pancreatitis has verv limited indications. 


INDIA 


Vaginal Cytology.—Malkani and Sikand (Journal of 
Association of Medical Women in India, vol. 46, 
Aug., 1958) stated that as the endometrium reflects 
the activity of the ovaries, examination of the 
endometrium at suitable intervals can be used to 
ascertain the possible cause of amenorrhea and to 
indicate the response to various drugs. Endometrial 
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biopsy may cause some discomfort to the patient, 
while the collection of vaginal smears is a much 
simpler procedure and repeated examination of 
such smears can help in following the response to 
therapy for restoring menstruation in patients with 
amenorrhea. The authors studied 29 such patients. 
Amenorrhea after removal of uterus or ovaries, after 
radiation, and during pregnancy and lactation was 
not included in this study. No patient with a history 
of amenorrhea of less than six months duration was 
included. Primary amenorrhea was assumed if the 
menarche had not occurred by the 18th vear. 

Endometrial biopsy was performed once a week 
for six to eight weeks and vaginal smears were 
taken on alternate days during the same period. 
The ovarian function was graded from the vaginal 
cytology according to the method of De Allende 
and Orias, and the endometrial biopsy was dated 
according to the method of Hertig and Rock. The 
results were then correlated. Three patients in this 
series had primary amenorrhea, and 26 had a sec- 
ondary type of amenorrhea. The age of the patients 
varied from just under 20 to 35 years. The age at 
menarche in the patients with secondary amenor- 
rhea ranged from 12 to 15 vears. Menstrual history 
was normal in 12 patients, oligomenorrhea was 
present in 6, menorrhagia in 5, and hypomenorrhea 
in 3. The duration of secondary amenorrhea varied 
from six months to six years. The secondary sex 
characteristics were normally developed in 24 pa- 
tients, underdeveloped in 4, and of masculine type 
in 1. Pelvic examination gave normal findings in 10, 
a hypoplastic uterus was present in 7, a bulky 
uterus in 1, pathological adnexa were found in 10, 
and a cystic ovary in 1. 

An atrophic vaginal cytology curve was observed 
in 12 patients and indicated an absent or markedly 
insufficient ovarian function, but whether the ovar- 
ian failure was due to local ovarian disease or was 
secondary to disease of the pituitary or hypothala- 
mus could not be determined from the vaginal 
smear. An acyclic hypotropic curve was observed 
in five patients. It showed a consistently low estro- 
genic level which was insufficient to produce men- 
struation. A cyclic hypotrophic curve was seen in 
six patients and indicated an estrogenic level lower 
than normal but sufficient to produce menstruation. 
A eutrophic curve was noted in one patient and a 
high cornification type of cytology was seen in 
three, the latter signifying a persistently high estro- 
genic level. Two patients had the findings of a per- 
sistent luteal phase. The results of endometrial 
biopsy showed an atrophic endometrium in eight 
patients, an early proliferative phase in six, a pro- 
liferative phase with dilated glands in two, a secre- 
tory phase in two, a proliferative changing to secre- 
tory phase in one, a tuberculous endometritis with 
proliferative phase in three, and tuberculous endo- 
metritis with loss of endometrial structure in seven. 
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The diagnosis of these 10 patients with tubercu- 
lous endometritis would have been missed if the 
vaginal cytology alone had been studied, and the 
ovarian function in 16 could not have been deter- 
mined by studying only the endometrium without 
examining the vaginal smears. In 13 patients vagi- 
nal cytology and endometrial biopsy gave identical! 
information as far as ovarian function was con- 
cerned. Thus, vaginal cytology was found to be the 
method of choice for studving ovarian function and 
endometrial biopsy was indispensable for diagnos- 
ing endometrial tuberculosis. A study of vaginal 
cytology is also important for prognosis. Atrophic 
cytologic findings indicate a poor prognosis and a 
persistent luteal phase or persistent high cornifica- 
tion curve indicates a more favorable prognosis. 


Labor After Previous Cesarean Section.—N. S. Devi 
studied a series of 50 labors after previous cesarean 
section over a period of four years (Journal of As- 
sociation of Medical Women in India, vol. 46, May, 
1958). One woman delivered naturally twice during 
this period; 32 had a repeated section (26 for 
cephalopelvic disproportion, 2 for repeated uterine 
inertia, | for a ruptured lower segment scar, | for 
threatened rupture of a classic scar and uterine 
inertia, 1 for post-maturity and floating head, and 
1 for a floating head and thick cervix) and 18 had 
a vaginal delivery. In 14 of these forceps were 
applied to avoid strain on the scar, and 4 were de- 
livered unassisted. There were no maternal deaths 
but there was one stillbirth in the group who had a 
repeated section. Of the 50 there were 34 who had 
had the previous cesarean section because of dis- 
proportion. Of these, 25 required repeated section, 
all for disproportion, and 9 delivered vaginally. 
Thus, section was not always necessary even in the 
group with disproportion. The average weight of 
the babies in the group who had a repeated section 
was 6.7 Ib. (3.040 Gm.), in those delivered by for- 
ceps 6.1 Ib. (2,768 Gm.), and in those delivered 
naturally 6.7 lb. Of the remaining 15 belonging to 
the group of nonrecurrent causes, repeated section 
was performed on 6 and delivery was vaginal in 9; 
7 of these 15 had uterine inertia, 3 had antepartum 
hemorrhage, 2 had breech presentation, 2 had 
severe preeclampsia, and one had a tumor compli- 
cating pregnancy. Vaginal delivery in this group 
thus occurred in only 60%. 

Repeated section was indicated because of uter- 
ine inertia in two patients, rupture of a lower seg- 
ment scar in one, threatened rupture of a classic 
scar and uterine inertia in one, a floating head and 
thick cervix in one, and postmature floating head in 
another. In the group with disproportion, vaginal 
delivery occurred in 23.5% as opposed to 60% in the 
group with a nonrecurrent cause. Thus, once a 
cesarean section is performed subsequent deliveries 
need not always be by cesarean section. The type 
of previous section is important. The lower segment 
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scar ruptured in only 0.3% of the patients in this 
series while the classic scar gave way in 3.6%. In- 
duction of labor may sometimes be necessary to 
avoid a repeated section for the possible dispro- 
portion that may occur if the pregnancy is pro- 
longed. Thus in one patient who had had a previous 
lower segment cesarean section, labor was success- 
fully induced at 41 weeks. 


Pyracortine.—Bhattacharva and Bhuyan (Antiseptic, 
vol. 55, Sent., 1958) treated 16 patients (6 who had 
rheumatoid arthritis, 6 who had spondylitis ankylo- 
poietica, 2 who had gout, 1 who had acute rheu- 
matic fever, and 1 who had osteoarthritis), all of 
whom had moderate to severe pain, with tablets of 
Pyracortine, each containing 0.75 mg. of prednisone 
and 150 mg. of amidopyrine. The duration of the 
disease varied from two days to six years. The sub- 
jective and objective improvement including im- 
provement in pain and tenderness of the affected 
part, swelling, color, temperature, mobility of the 
painful parts, and changes in the sedimentation 
rate were observed. A watch for untoward side- 
effects was kept by noticing changes in body weight, 
palpation of the liver, appearance of edema, red 
blood cell counts, hemoglobin level, blood urea, 
urinalysis, development of skin rashes, and gastric 
dysfunction. 

Patients were observed for a minimum of three 
days after the stopping of treatment to note devel- 
opment of withdrawal effects. The total duration 
of treatment was 12 davs. The results of treatment 
were excellent in one patient with acute gout and 
one with acute rheumatic fever; in three with spon- 
dylitis ankylopoietica and one with rheumatoid 
arthritis they were good; in five they were fair; and 
in five they were poor. There was no correlation 
between the type and duration of disease and the 
response to treatment. The sedimentation rate of 
eight patients fell but changes in the sedimentation 
rate had no relation to the clinical response to treat- 
ment. In the two patients with gout, the blood uric 
acid showed a reducion of 20 to 25%. A slight in- 
crease in weight was seen in a few patients. No 
dyspeptic symptoms were noticed. In six patients 
a slight fall in the total leukocyte count was no- 
ticed and in three this count showed a rise. In five 
the hemoglobin level had increased at the end of 
treatment. The liver did not show any changes 
clinically. The blood urea level was normal in all 
patients and the urinalysis did not show any abnor- 
mality. No skin reaction was noted. 


Acute Nephritis.—A. Girija studied a series of 100 
children with acute glomerulonephritis with special 
reference to cause and clinical features (Antiseptic, 
vol. 55, Sept., 1958). The disease probably runs a 
more benign course in India due to the lower pro- 
tein intake and the predominantly carbohydrate 
diet. More than half of the patients belonged to the 
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age group 3 to 7 vers (range 3 mo. to 11 years). 
The sex ratio was 61 boys and 39 girls. Only one 
natient had a family history of acute nevhritis. This 
disease occurred uniformly throughout the year. 
Twenty-one patients gave a history of scabies a few 
weeks before the onset of acute nephritis, 10 had a 
mild respiratory infection prior to the illness, 1 had 
an extensive seborrhea of the scalp a month before 
the onset, 1 developed acute nephritis while a boil 
on the scalp was being treated, in 1 the illness fol- 
lowed vaccination for smallpox, in 1 severe dysen- 
tery preceded the onset by one month, and in 1 
nephritis followed treatment for ascariasis. 

Most of the children came to the hospital for 
puffiness of the face and slight edema of lower 
limbs. Almost all had oliguria. Hematuria was com- 
monly seen, but its degree varied. In most patients 
little disturbance of general health was observed at 
the onset of the disease. In one severe vomiting 
was the initial symptom. Edema of varving degrees 
was present in all but one. Although oliguria was 
common, complete suppression of urine occurred 
in only one patient. The urine was dark brown in 
most patients, and microscopic examination §re- 
vealed red blood cells in all. Only 27 had fever. 
Hypertension was not common. Epistaxis occurred 
in one patient while under treatment. Four had 
diarrhea, and in 12 the main complaint mentioned 
by the mother was dyspnea which was due to car- 
diac failure. These patients showed dulness on 
percussion and moist rales at the base of the lungs. 
The heart was involved in 12 patients. Blood pro- 
tein levels were estimated in three and in all of 
them they were 3.5 Gm. per 100 c.c. The blood 
cholesterol level was estimated in some patients, 
and all of them gave normal values. The blood 
urea level was elevated to about 65 mg. per 100 
c.c. in two patients and in others it was below 40 
mg. per 100 c.c. The red blood cell count was often 
found to be lowered to about 3,500,000, and the 
hemoglobin level varied from 65 to 70%. 


ISRAEL 


Health Standards.—Israel’s standard of living, as 
judged by statistics regarding births, infant mortal- 
ity, crude death rate, and life expectancy, is on the 
whole far above the comparable level of the other 
countries of the Middle East. In some respects it 
compares favorably with that of such countries as 
the United States, Switzerland, and Sweden. These 
facts were revealed in the ninth edition of the 
United Nation Demographic Yearbook. Israel's in- 
fant mortality rate in 1956 per 1,000 population 
was 35.9 for Jewish children. The comparable rate 
of Egypt was 148.5. Israel's crude death rate 
(deaths per 1,000 population) was 6.3 for the Jew- 
ish population in 1956, while that of Egypt was 18.4. 
Live births in Israel in 1956 were at the rate of 28.8 
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per 1,000 population, while in lraq it was 15.5 and 
in the United States 24.9. Israel also had a higher 
life expectancy than any of its Arab neighbors. A 
one-year-old boy in Israel can reasonably expect 
to reach the age of nearly 70, while an Egyptian 
boy who reaches the age of one will, in all likeli- 
hood, live only until he is about 44. A 50-year-old 
Jew in Israel may expect almost 25 more years of 
life, while an Egyptian man of the same age will 
probably live another 19 vears. Egypt has a tuber- 
culosis case fatality rate of 22.5 per 100,000 popula- 
tion, while the corresponding rate for Jewish resi- 
dents of Israel is only 5.9. 


Jaundice due to Chlorpromazine.—An attempt to 
prevent jaundice due to chlorpromazine was _re- 
ported at the Congress of the Israel Medical Asso- 
ciation by F. Dreyfuss and co-workers of the He- 
brew University Hadassah Medical School and the 
Talbieh Psychiatric Hospital, Jerusalem. They as- 
sumed that the histological and biochemical find- 
ings, pointing to intrahepatic obstruction as the 
mechanism of this complication, might be caused 
by inspissation of the bile and interference with its 
flow. They, therefore, gave to patients being treated 
with chlorpromazine a large additional amount of 
uid during the course of administration of the 
drug. Whereas in the first 362 patients treated with 
chlorpromazine at the institution 16 cases of jaun- 
dice had appeared (4.4%), the number dropped to 
2 in 588 (0.34%) so treated when the patients were 
given about 2.3 liters of sweetened tea or water in 
addition to their regular fluid intake. There was no 
difference between the two series as to the selection 
of patients and the schedule of chlorpromazine 
treatment. 


Sensitivity to Olive Pollen.—Kessler (Depim Re- 
fuim 18:141, 1958) reported that the pollen of olive 
trees may sensitize persons disposed to allergy by 
heredity and provoke seasonal rhinitis, conjunctiv- 
itis, bronchial asthma, and skin troubles. In the re- 
gions where olive trees grow patients with this kind 
of sensitivity are frequent. Of all the pollen allergies 
in Israel this is second only to the sensitivity to pol- 
len of spring grasses. It is the most important kind 
of pollen allergy from pollinating trees. 


Clotting Factors.—A series of 153 patients with 
thrombophlebitis was studied by C. H. Fryd ( Hare- 
fuah 55:168, 1958). On classifying the patients by 
country of origin, it was found that they came from 
19 countries. The fact that none were from Yemen 
attracted special attention, since coronary occlusion 
is rare among Yemenites. A study of thrombo- 
plastin generation was therefore carried out among 
the various ethnic groups, but no clear-cut pattern 
specific to any group, including Yemenites, was 
found. On study of the ratio between the platelet 
count in plasma from blood removed by venepunc- 
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ture and that in fingertip capillary blood, an appar- 
ently significant difference was found. The ratio be- 
tween these two counts in normal subjects is 
usually between 1:2 and 1:3. Ratios in this range or 
higher were found for almost all of the non-Yemen- 
ite patients, while Yemenites tended to have lower 
ratios. Since the platelets play such an important 
role in clotting, the results of this preliminary study 
may add to understanding of the problems of 
thrombosis, and possibly of atheromatosis also. 


Psychosis After Asian Influenza.—Z. H. Winnik and 
co-workers (Danim Refuim 18:112, 1958) observed 
several patients who after Asian influenza devel- 
oped an acute psychosomatic syndrome character- 
ized by confusion, psychomotor agitation, halluci- 
nations (mostly visual), and delusions. One patient 
showed periodic catatonia. Psychological complica- 
tions have been described in connection with vari- 
ous epidemics of influenza, but no communications 
on neuropsychological complications in connection 
with Asian influenza have been found, although 
the disease in 1957 affected mankind on a global 
scale. Neurological investigation, including spinal 
fluid examination, did not reveal any pathological 
changes. The electroencephalogram remained un- 
changed in three patients but in the fourth signs 
of a generalized disturbance with a convulsive pat- 
tern were seen. In the follow-up of this patient after 
recession of the psychosis, the tracing showed great 
improvement but not a complete return to normal. 
The titer for antibodies of Asian influenza was high 
and increased as the psvchosis progressed. This was 
accepted as evidence of an acute infection. In all 
cases the psychosis developed in a personality show- 
ing clear indications of a certain predisposition to 
psychological instability. This predisposition con- 
sisted of psychoneurotic character traits. Recent 
psychic trauma such as acute psychic conflict, pro- 
longed stress, and physical exhaustion were also 
noted as predisposing factors. The ego of these pa- 
tients was unnble to deal effectively with the added 
stress of the illness and reacted with an acute psy- 
chotic episode. The course of the psychosis was be- 
nign. All the patients recovered without special 
treatment. In view of the extent of the epidemic, it 
was concluded that the virus was not highly neuro- 
toxic. 


NETHERLANDS 


Asian Influenza.—]. Mulder and co-workers (Nederl. 
tijdschr. geneesk. 102:1992, 1958) reported the results 
of their investigations of the 1957 Asian influenza 
pandemic. Just before its appearance in the Nether- 
lands in June, 1957, the authors examined 1,256 
serums for antibodies against the Asian influenza 
virus. On the whole only persons over 70 showed a 
positive titer. These titers were independent of evi- 
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dence of infection with other A-strains occurring in 
the Netherlands between 1933 and 1956. The au- 
thors also showed that no recent infections with the 
Asian strain had occurred. On the other hand many 
persons who were over 35 showed a high titer for 
antibodies against the Shope strain of influenza A 
virus which caused the 1918 pandemic. The authors 
concluded that the presence of antibodies against 
the Asian strain in older persons indicated an ear- 
lier contact with this virus. This might have been the 
virus of the 1889-1890 pandemic, which also started 
in Asia. The Shope strain has since the 1918 pan- 
demic continued in North American swine with an 
unchanged antigenic composition. An epidemic 
among swine in Asia did take place early in 1957. 
The 1957 pandemic might, therefore, have originat- 
ed from a persistent carrier state in Asian swine 
since the 1889-1890 pandemic. The interval be- 
tween pandemics must be long enough to produce a 
younger generation susceptible to the virus. 

The occurrence of small epidemics between pan- 
demics could be explained by a gradual change 
of the antigenic structure during the interhuman 
passage of the virus. In this way low titers for anti- 
bodies against the Shope strain in persons born 
after the 1918 pandemic could be explained. The 
Asian strain showed a definite pneumotropism for 
the human lung, but it was not highly virulent. 
This virulence might increase in the future, how- 
ever, as a result of a better adaptation of the virus 
to human tissues. In such a way a second wave of 
Asian influenza with a higher pneumotropic viru- 
lence could be expected. 


Blood Transfusions in the Merchant Marine.—Dr. 
H. B. G. Breijer ( Neder. tijdschr. geneesk. 102:1813, 
1958) reported on the transfusion service on board 
the ships of the Royal Rotterdam Lloyd. At first the 
ships were equipped with only test serums. Diffi- 
culties, however, were encountered in finding suit- 
able donors and in determining the Rh factor. In 
order to avoid these difficulties volunteers were 
sought among the ship's crew. On the evening be- 
fore the arrival of the ship, blood samples were 
taken and sent next day to a laboratory of the of- 
ficial transfusion service. At the beginning of each 
voyage the ship’s doctor received a list of donors 
available on his ship. On the three main ships with 
a total capacity of about 4,000 passengers, on the 
average about 60 donors appeared to be available. 
The ships’ doctors are specially trained in giving 
transfusions. Thus it has been possible to give on 
these three ships during the last 18 months 10 trans- 
fusions to four patients. 


Tuberculosis Death Rates.—According to the Cen- 
tral Office for Statistics in the Netherlands 515 
persons or 4.7 per 100,000 population died of tuber- 
culosis in 1957. In 1956 these figures were, respec- 
tively, 593 and 5.4. Though there still appears to be 


FOREIGN LETTERS 


2045 


a decrease of this mortality rate, this decrease is less 
prominent than during the previous six years. Ac- 
cording to provisional data 7,936 new cases of tuber- 
culosis were reported in 1957. In comparison with 
1956 this means an increase of 3%. Probably, how- 
ever, when the final data for 1957 becomes avail- 
able a nearly equal morbidity rate for 1956 and 
1957 will be found. 


UNITED KINGDOM 


Bronchitis and Outdoor Occupations.—Dr. D. Reid, 
at a conference of the National Society for Clean 
Air, stated that the effect of working out of doors in 
industrial areas was to increase markedly and spe- 
cifically the frequency of attacks of disabling bron- 
chitis and other serious respiratory diseases. He 
gave an account of the results of a survey carried 
out on government employees, including postmen. 
After the age of 25 the frequency of bronchitic at- 
tacks among postmen increased in all areas but rela- 
tively more so in the areas of heavy air pollution. 
Bronchitis rates appeared to be more closely related 
to the local level of air pollution, while influenza 
morbidity was more closely associated with domes- 
tic overcrowding. Lung cancer showed only a slight 
correlation with air pollution but a close one with 
population density. Pulmonary tuberculosis rates 
were similar, with a definite association with over- 
crowding. A simple explanation of these findings is 
that bronchitis is affected by urban air pollution, 
while the overcrowding in cities has a greater effect 
on infectious diseases, such as influenza and tuber- 
culosis. The fact that more densely populated areas 
had higher lung cancer death rates might be related 
to increased smoking rather than to air pollution 
due to the burning of coal. 

Data compiled by Gorham suggested a correla- 
tion between bronchitis mortality and the pH of 
the material precipitated in polluted air (Lancet 
2:691, 1958). Suspended particles of foreign matter 
act as nuclei for the condensation of droplets of 
sulfuric acid, and in some areas of hydrochloric 
acid, so that the town dweller is in fact inhaling an 
acid aerosol. Gorham estimated that in dry weather 
evaporation occurred at the surface of the aerosol, 
which might have a pH below 2 at times. This 
corresponds to the pH of gastric juice and would 
undoubtedly act as a bronchial irritant. 


Physicians Need Not Give Death Certificates.—Ac- 
cording to a ruling by the Minister of Health, when 
a patient dies the physician ceases to be responsible 
and is not specifically obliged to issue a death cer- 
tificate. The Minister allowed an appeal by a physi- 
cian in Kent against a decision by his local execu- 
tive council that he failed to provide proper treat- 
ment for a patient, who had since died. The council 
had recommended a penalty of $280. The facts 
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were that a patient was dying, or may even have 
been dead, when a relative summoned the doctor 
several times without success. A call was made in 
the evening for a death certificate by the relatives, 
who believed the patient to be dead, and they ex- 
pressed their feelings in no uncertain terms to the 
physician. The matter was referred to the local 
executive committee, which decided that the doc- 
tor was negligent. The Minister reversed this de- 
cision and held that the physician had not actually 
failed to treat a patient, which under his terms of 
service he was obliged to do. This ministerial ruling 
would suggest that if a doctor thinks a patient to be 
dead he need not make a visit to confirm the fact 
and that he is under no statutory obligation to is- 
sue a death certificate. 


Amphetamine Psychosis.—Dr. P. Connell has col- 
lected 42 cases of amphetamine psychosis ( Amphet- 
amine Psychosis, London, 1958). The psychosis 
developed in 8 patients after they had taken a single 
dose, in 4 after they had taken amphetamine and 
alcohol, and in 30 after repeated medication for a 
month or more. So severe were the symptoms that 
39 of the patients were hospitalized, 26 of them in 
an observation ward. In about 40%, amphetamine, 
or one of its derivatives, had been given for tired- 
ness, depression, or obesity—dextroamphetamine us- 
ually being given for the treatment of the latter. 
Some patients were veritable amphetamine addicts, 
one taking as much as 975 mg. of amphetamine. 
Such quantities can be obtained by breaking open 
amphetamine inhalers. Many of the patients were 
addicted to other drugs or to alcohol, but some 
normal and apparently well-adjusted persons were 
affected by these drugs. 

The initial diagnosis was often schizophrenia, and 
four patients had deep insulin therapy for this mis- 
diagnosed condition before the true nature of their 
condition was discovered. Recovery in the hospital 
usually took about a week, but as some of the pa- 
tients were of unstable personality and some were 
addicts to one drug or another, relapse frequently 
occurred. Patients showed withdrawal symptoms in 
the form of depression and somnolence. The am- 
phetamine groups of drugs are not as harmless as is 
generally supposed, and amphetamine psychosis 
appears to be more common than the literature 
would suggest. In all patients with acute or chronic 
paranoid schizophrenia the urine should be tested 
for the amphetamine group of drugs to avoid errors 
in diagnosis and treatment. These drugs should nev- 
er be prescribed routinely for depression, fatigue, 
or obesity, and amphetamine psychosis should be 
borne in mind as a diagnosis. 


Fees for Anesthesia in Hypnosis.—A physician can 
claim a fee for giving an anesthetic during child- 
birth if he is working in the national maternity med- 
ical service. The Minister of Health has now agreed 
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to the payment of a fee for securing analgesia by 
hypnosis in maternity cases, provided the doctor 
concerned is accustomed to using hypnosis as part 
of his professional practice. The fee paid will be the 
same as if an ordinary anesthetic were used. A case 
arose in 1957 when a practitioner secured analgesia 
in childbirth by hypnosis but was refused a fee. The 
matter was referred to the local executive council 
and to the anesthetists group committee of the Brit- 
ish Medical Association, which held that a fee 
should be paid under the circumstances. The Min- 
ister of Health has now agreed on a fee of $5. 


Sensitivity to Penicillin in Poliomyelitis Vaccine.— 
British poliomyelitis vaccine contains 200 units per 
milliliter of penicillin. Although it has been consid- 
ered by the Ministry of Health that this quantity is 
unlikely to do any harm, a general practitioner of 
Blackpool has reported a reaction, due presumably 
to the penicillin present, in a boy of 12 given the 
vaccine. The boy was already known to be peni- 
cillin sensitive, and a day after the vaccination he 
complained of frontal headache, malaise, and an 
urticarial rash on the trunk, limbs, and buttocks. An 
antihistaminic was given. Two days later the boy 
suffered from dyspnea, bronchospasm, and a tight 
feeling across the chest. This was relieved by a 
spasmolytic. In the physician’s opinion the reaction 
was due to the penicillin in the vaccine. 


Mycology of the Mouth.—Few attempts have been 
made to study the mycology of the mouth in rela- 
tion to fairly common oral lesions. This was done 
by Fox and Ainsworth who inoculated slopes of 
malt extract agar with mouth scrapings from pa- 
tients with various oral conditions and examined 
them for fungi (Brit. M. J. 2:826, 1958). If these 
developed they were transferred to pure culture 
and grown for identification. Scrapings from the 
mouths of normal subjects were also made. The oral 
mycology was investigated in 49 patients with an- 
gular cheilosis, gingivostomatitis, “coated tongue,” 
lingua nigra, lingua geographica, and denture sores. 
It was concluded that Candida albicans plays a 
primary part in the cause of angular cheilosis and 
possibly of gingivostomatitis. The numerous other 
fungi isolated from the mouth of patients with the 
remaining four conditions were considered to be of 
doubtful etiological significance. 


Fatty Acids.—Dr. H. M. Sinclair (The Practitioner, 
Oct., 1958) stated that the treatment of obesity 
allowing unlimited fat and restricting carbohydrate 
needs further investigation before it can be recom- 
mended to the public. High-fat diets in the United 
Kingdom mean diets high in relatively saturated 
fat and relatively deficient in essential fatty acids. 
He is also critical of the present method of feeding 
infants and children. Orange juice is not necessarily 
the best way of administering ascorbic acid; black 
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currant juice would probably be a much _ better 
source. Cod liver oil is a bad vehicle for vitamins A 
and D in view of its absence of essential fatty acids 
and the presence of nonessential fatty acids that 
increase the need for essential fatty acids. Cow’s 
milk, and particularly dried cow's milk, if exposed 
to air, is very inferior to human milk. Although the 
school meals and milk-in-schools schemes have im- 
proved the health and physique of schoolchildren 
and have played an important part in educating the 
children in good dietary h»bits, they have tended to 
overfeed the children, particularly with cow’s milk 
and butter. Excessive feeding during the period of 
maturation is likely to lead to early maturity and 
to early death from chronic degenerative diseases. 
Excessive use of cow's milk and butter may lead to 
a deficiency of essential fatty acids. 

There is no conclusive evidence that high serum 
cholesterol levels cause atheroma. On the other 
hand, there is evidence that a deposition of cho- 
lesterol occurs in various sites in the body through 
failure of the tissues to use the cholesterol they are 
forming because of a relative deficiency of essential 
fatty acid (a low ratio of essential fatty acid to 
nonessential fatty acid) in the tissues. This failure 
of the utilization and metabolism of cholesterol 
could cause a rise in serum cholesterol. Essential 
fatty acid seems to be required for fibrinolysis, 
which is essential for removing clots that regularly 
form intravascularly. Decreased fibrinolysis, per- 
haps also accompanied by increased coagulability 
of blood, could account for coronary thrombosis in 
the presence of atheroma. The rapid increase in 
reported deaths from pulmonary embolism and in- 
farction, which is occurring at the same rate as 
deaths from ischemic heart disease, could be simi- 
larly attributed to a relative deficiency of essential 
fatty acid. This deficiency causes a structural defect 
in cell membranes and connective tissue, and in 
consequence the body becomes increasingly sus- 
ceptible to injurious agents, including infections, 
ultraviolet light, x-rays, chemical carcinogens, and 
hydrochloric acid in the duodenum. It is possible 
therefore that a relative deficiency of essential fatty 
acid could play a part in the cause of coryza and 
poliomyelitis by allowing the virus to traverse the 
nasal and intestinal mucosa, and of leukemia, lung 
cancer, and duodenal ulcer. 


Q Fever.—Marmion and Stoker stated that Q fever 
is widespread in Britain and is a cause of some 
cases of pneumonia and fever of unknown origin 
(Brit. M. J. 2:816, 1958). The infection occurs main- 
ly through cattle and to a lesser extent through 
sheep. Rickettsia burneti was isolated from the milk 
of cows and goats, from the placenta and wool of 
sheep, and from the sheeptick. There was evidence 
of an increased frequency of infection in sheep and 
cattle in Kent. In this county the clinical cases oc- 
curred more in newcomers to the area, the residents 
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of long standing being presumably immune. The 
chief mode of spread from cattle to man seems to be 
through the consumption of raw milk infected with 
the rickettsia. Milk may contain 5 to 500 guinea 
pig infective doses per milliliter. The author be- 
lieved that more persons are not infected because 
the whey antibody in infected milk may afford some 
protection. The contact with the antibody-coated 
rickettsias leads to subclinical rather than clinical 
infection. In one area 7.000 to 8.000 persons were 
getting infected milk from two dairies. There were 
94 cases of pneumonia among these, and it is esti- 
mated that about 30 were due to Q fever. Pasteuri- 
zation at 161 F (71.7 C) for 15 seconds or 145 F 
(62.8 C) for 30 minutes kills the rickettsias. The 
authors showed that persons drinking pasteurized 
milk have a lower probability of contracting Q 
fever than those in the same area drinking raw milk. 
Infection was not limited to persons drinking raw 
milk or handling animals but was found in all sec- 
tions of the community. Outbreaks occurred at any 
time of the year but were commonest between April 


and July. 


Distribution of Physicians.—The medical profession 
in Scotland is now almost equally divided between 
general practice and hospital work (Health Bul- 
letin 16:57, 1958). The relative figures are 2,890 in 
general practice and 2,886 in hospital work. This 
latter figure represents an increase of 30% in the 
last eight years. In Western Germany, the compa- 
rable proportions are 71% in general practice and 
29% in hospital work. 


Mental Patients in Hospital.—According to the an- 
nual report for 1957 of the Board of Control, which 
is responsible for the supervision of the mental 
hospitals in England and Wales, the number of 
patients in mental hospitals (146,962) was the low- 
est since 1949. On the other hand, the number of 
admissions is climbing steadily, and last year was 
88,943, compared with 55,856 in 1950. Another 
striking feature of the report is the continued in- 
crease it shows in the number of voluntary admis- 
sions. In 1957, voluntary admissions increased to 
82.6% (73,499) and certified cases fell to 15.9% 
(14,126). Of the total admissions in 1957, 41,908 
(44.9%) were readmissions. Of the 82,778 patients 
discharged, 19,643 had recovered, in 54,054 cases 
the illness was relieved, and 8,822 showed no im- 
provement. 


Politics and the National Health Service.—In an age 
when treatment is complex and costly and when we 
expect equal care to be available for all, a national 
health service is an obviously efficient scheme, ac- 
cording to Sir Keith Joseph, a Conservative Mem- 
ber of Parliament, in an address to a Conservative 
Party Conference. He suggested that, as the Service 
grows and improves, there may be elements in it 
that can be charged to patients without discourag- 
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ing early treatment or unduly burdening the ill. 
Such charges would be subject to a means test so 
that those least able to afford payment would be 
exempt. Contributions, too, could grow as average 
earnings grew. A graduated contribution, varying 
precisely with earnings, would have to take per- 
sonal circumstances into account and would quickly 
become a second tax system. 

He foresaw an inevitable increase in the cost of 
the Service, and this would include increased re- 
muneration for physicians. He believed that the 
general practitioner should be freed from the 
economic necessity to maximize the number of his 
patients, regardless of the actual constructive treat- 
ment he is willing or able to give them. He said that 
private practice should be encouraged and _ that 
more physicians should depend on it for part of 
their living. It is not good for doctors to have only 
one possible employer—the government; yet this 
would be the result if private practice were to die. 
The chief argument against private practice is the 
allegation that two standards of service would 
result. 


Sexology and Medical Students.—At their annual 
meeting last year, the British Medical Students’ 
Association held a half-day symposium on the teach- 
ing of sexual and marital relations to medical stu- 
dents. This subject was chosen because both 
students and physicians believed that these subjects 


are often taught inadequately, if indeed they are 
taught at all. A report of the proceedings shows 
that attention was almost equally divided between 
the necessity for helping students to solve their own 
sexual problems and instructing them to deal with 
the similar problems of their future patients. Ac- 
cording to one speaker, in the case of a medical 
student, the study of anatomy and physiology in- 
duces a mechanistic approach to matters which are 
primarily spiritual and psychological. The student 
whose sex education has been inhibited or distorted 
by his home background can get into serious dif_fi- 
culties, for he may already have severe emotional 
tensions when he arrives at the university. It was 
concluded that (1) the teaching in this field is 
inadequate in many medical schools, (2) the crea- 
tion of a new department is not necessary, (3) 
proper teaching must be available, (4) libraries 
must have a wide selection of literature on these 
topics, and students must be made aware of them, 
and (5) the most important factor of all is to help 
each student to solve his own problems as they 
arise. 


Health Problems of Directors.—The Institute of Di- 
rectors has published a booklet, “Health Problems 
of Directors,” in which Dr. H. B. Wright, the head 
of the institute’s medical research unit, tells direc- 
tors how they can live longer and happier lives. 
On the subject of vacations, W. J. Mayo said that he 
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was of more use to his clinic steering his yacht 
than sitting at his desk. Every director should have 
two vacations a year, and it is contended that much 
could be gained if senior executives worked a 10- 
month year of 40-hour weeks. Although alcohol is 
a poison, in moderation it is recommended, but 
with several warnings. The cocktail party is a dia- 
bolical institution, and the wise executive should 
curb the present tendency to regard cocktail parties 
as an Official necessity. If he must go to one, he 
should dilute the aleohol—gin and tonic, whisky and 
soda, or beer is far less harmful than a martini. 

Those who travel abroad are advised to go by 
boat one way, if possible. Airplanes may be con- 
venient but they are most unphysiological. A 
slumberette may look good in an advertisement but 
in reality very poor sleep is the best that can be 
expected. The executive is advised to try not to 
work in the aircraft and to try to insist on 24 hours 
without official functions on arrival at his destina- 
tion. To rush off the aircraft to the first cocktail 
party is folly. While on tour, he is advised to insist 
on at least an hour and a half a day to himself and, 
if the tour is prolonged, to insist on a five-day week 
and every fifth week off entirely. Finally, it should 
be a rule that every executive returning by air 
should have 48 hours off at home. If he must report 
to work immediately, he should allow half a day 
for this and then have the time off. 


The Normal Color Index.—Using an automatic red 
blood cell counter and a Medical Research Council 
photometer, J. C. F. Pool (Lancet 2:550, 1958) 
measured the color index in 24 normal subjects. 
He found the mean color index to be 0.99, and the 
coefficient of variation for the series was 4.93%. The 
standard error of the mean was 0.0099. The fact 
that the color index for normal human subjects is 
so close to unity, when determined in this way, is a 
fortunate coincidence. In the author's opinion there 
is no advantage in reporting the ratio of the hemo- 
globin content to the erythrocyte count as weight of 
hemoglobin per cell (mean corpuscular hemoglo- 
bin) rather than as the color index. Because of the 
small range of normal color-index figures, it is 
hoped that small deviations from the normal, which 
can now be detected reliably, may prove significant 
indications of disease. 


Antivaccinal Gamma Globulin.—Details of the suc- 
cessful use of gamma globulin prepared from the 
serum of recently vaccinated adults are reported 
by E. R. Peirce ( Lancet 2:635, 1958). The two per- 
sons in whom it was used had been in contact with 
a severe case of smallpox in their home for nine 
days. One was the patient's sister, aged 6 and un- 
vaccinated, and the other was his grandmother, 
aged 73 and unvaccinated since infancy. Both were 
vaccinated, with the other family contacts, on April 
14, the day on which the patient, who had taken ill 
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on April 6, was diagnosed as having smallpox. Two 
days later they were given gamma globulin, the 
child receiving 2 Gm. and the grandmother 1 Gm. 
On April 21, both child and grandmother developed 
smallpox but both had mild cases, so mild that in 
the case of the child had she not been under daily 
supervision her smallpox would not have been 
recognized. Although both were successfully vac- 
cinated, it is considered that, in view of the timing, 
this is unlikely to have had any effect on the course 
of the disease and that the mildness of the disease 
in both cases was due to the gamma globulin. 


Antibiotics in Acute Tonsillitis and Otitis Media.— 
Dr. Fry investigated the need for antibiotics in the 
management of acute tonsillitis and acute otitis 
media on the supposition that not all of these infec- 
tions require such specific measures (Brit. M. J. 
2:883, 1958). Over a three-year period he treated 
182 attacks of acute tonsillitis in 405 patients and 
552 attacks of acute otitis media in 422 patients. 
Penicillin, the antibiotic used, was withheld unless 
there were definite indications for its use. The 
course of each patient was followed carefully, and 
there was no hesitation in giving penicillin when it 
was needed. This occurred in 25% of all attacks of 
acute tonsillitis—19% in the nonstreptococcic group 
and 30% in those in whom hemolytic streptococci 
were found in the throat swabs. In the treatment of 
acute otitis media, antibiotics were needed in 22% 
of the patients. They were given in 15% of those 
with painful eardrum and 34% of those with a dis- 
charging ear. The results in both the groups treated 
with and without antibiotics were satisfactory. No 
serious complications occurred in either group, and 
on follow-up three months later only three children 
were found to be slightly deaf. There were no dis- 
charging ears, and recurrences were uncommon. 
Fry stated that 70 to 90% of patients with tonsillitis 
and otitis media are treated with antibiotics in gen- 
eral practice, and from his findings he questioned 
whether this extensive use is necessary. Antibiotics 
are relatively expensive drugs and not without dan- 
ger. 


Nursing Routine Challenged.—The end of 5 a. m. 
awakening of hospital patients is in sight. This tra- 
ditional and unpleasant feature of hospital life has 
been shown to be unnecessary. Its purpose is to 
enable patients and wards to be ready for doctors’ 
rounds at 9 a. m. or later. There may yet be opposi- 
tion to changing the practice from sticklers for the 
old ways. Nurses are increasingly questioning the 
need for rousing patients at the traditional time and 
taking their temperatures at six, and the necessity 
for a busy ward nurse to stand for hours at the side 
of a consultant on his teaching rounds while he 
asks the same questions of successive generations 
of students. The recent reduction of nurses’ hours 
from 48 to 44 hours a week has sharpened the argu- 
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ments against extraneous duties and wasteful ways 
of working, especially where a shortage of nurses 
exists. 


Evaluating General Practice.—Recently a group of 
Conservative Members of Parliament recommended 
that general practitioners be divided into grades 
for purposes of remuneration, based on their re- 
spective abilities. Dr. Donald Johnson, who is also 
a Conservative Member of Parliament, foreseeing 
difficulties asked how, without direct payment be- 
tween patient and doctor, which is precluded by 
the present structure of the National Health Serv- 
ice, the good physician can be judged against his 
less good colleague. Who will judge the worth of 
the physician and what will the criteria of judg- 
ment be? A medical administrator is likely to see 
excellence only in administrative qualities. It would 
be undesirable if a good doctor were judged solely 
by his attention to record cards and his compliance 
with administrative instruction. 


Doctor as Subpostmaster.—The subpostmasters at 
South Shields, Durham, are objecting to the choice 
of Dr. Henry Byrne, a police surgeon, as a subpost- 
master when three experienced applicants were re- 
jected. Dr. Byrne said: “My wife will supervise the 
post office, and I shall assist when necessary. | am 
sure we shall be able to give good service to the 
public. I do not intend to withdraw.” A spokesman 
for the local branch of the British Medical Associa- 
tion said: “What a doctor does is his own affair, as 
long as he looks after his patients and does not 
offend the health executive council. Why he should 
want to become a subpostmaster | cannot imagine. 
I have been playing golf today, and everyone has 
been asking me if I can sell them a twopenny 
stamp.” 


Radiation Hazards.—The suggestion that present 
assessments of the genetic hazard to man of nuclear 
and allied radiations may prove false was made at 
a small conference in London. Dr. T. C. Carter, of 
the Medical Research Council’s Radiobiological Re- 
search Unit, believes that, hitherto, research on the 
effects of radiations on living material has been 
made almost entirely on the lower animals and on 
plants, which can stand much larger doses of radia- 
tion than can be tolerated by man. From these 
experiments it has been assumed that the genetic 
danger from radiation increases directly as the 
dose increases, but in a critical analysis of the evi- 
dence from the few experiments made with small 
doses, within the range tolerated by man, Dr. Car- 
ter showed that this assumption is not justified. 
He estimated that the necessary research would 
require about 2,650,000 mice and take over five 
years at a cost of about $560,000. The importance 
to mankind for reliable data on the dangers from 
radiation to future generations cannot be over- 
emphasized. 
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BUSINESS PRACTICE 


This is the ninth in a series of excerpts from the 
brochure on the Business Side of Medical Practice, 
prepared by the American Medical Association in 
cooperation with the Sears-Roebuck Foundation. 


BILLING AND COLLECTIONS 


Income is what keeps a doctor in practice. How 
can he guarantee that he will receive the greatest 
percentage of fees he earns? Once again, the prin- 
ciples of good management apply: advance plan- 
ning, an established routine, and adherence to that 
routine. 

Here are three keys to maintaining a high collec- 
tion ratio: 1. Make certain patients understand 
charges and appreciate they are getting professional 
service commensurate with the fee. 2. Make it con- 
venient for patients to pay at time of treatment. 
3. Send bills punctually and regularly; follow up 
conscientiously on uncollected bills. 

Advance fee discussion is the best means of 
assuring that patients understand and accept their 
medical bills. Because people subconsciously resent 
paying for an unwanted illness, a certain amount of 
ethical “selling” of the concept of regaining and 
maintaining good health is advisable. The impor- 
tance of reaching agreement and understanding 
about fees in advance of long or costly treatment 
was discussed earlier and some techniques for 
initiating fee talks suggested. The patient is entitled 
to know what to expect—he ought to be forewarned 
when he is sent for x-rays and other laboratory tests 
that show up as a sizable figure when his state- 
ment arrives. He is buying medical service, and he 
wants to know approximately what it will cost, just 
as he wants to know how much a new suit of clothes 
or a new purchase for the home will cost. 


Explaining Charges 


The best way to explain medical charges is to 
itemize each bill. This has been standard practice 
in the business world for years, yet too frequently 
physicians send statements merely saying, “For pro- 
fessional services.” The doctor himself would be 
annoyed to receive a bill from a medical supply 
house which said only, “For supplies shipped,” and 
he should keep this in mind in his own billing. 

Patients may forget how many office or hospital 
calls were made in the interval before the bill was 
sent and overlook the extent of services given. On 
the surface, an unitemized bill may appear to be 
excessive. Today there are simple procedures for 
itemizing bills. The charge slip is a form widely 
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used. This is a slip usually kept in triplicate which, 
depending on the doctor's specialty, lists the various 
types of services he performs. 

The patient is given a charge slip to take into the 
doctor’s office with him. During his session with the 
patient, the doctor notes on the slip the procedures 
performed and the charge. As the patient leaves the 
office, he returns the slip to the desk. At this point, 
instead of the doctor's girl saying, “Would vou like 
to pay for your visit now?” it might be more effec- 
tive merely to say, “This will be $5.” Most people 
are prepared to pay for routine office visits but 
often leave the office without paving because no 
one gave them an opportunity to do so. If most 
patients can be encouraged to pay as they go, 
expensive, time-consuming billing can be reduced. 

The patient who pays before he leaves the office 
is given one of the charge slips as a receipt; the 
others serve as office records. When a patient pre- 
fers to be billed, the charge slip is used to prepare 
an itemized bill or a copy is actually enclosed with 
the statement. Some physicians are microfilming 
the information on the charge slip onto the monthly 
statement. In addition to serving as an itemized 
listing of services performed, the charge slip pro- 
vides a check for the office should a patient later 
question a bill. 

Regular Billing 

Some definite pattern for sending out statements 
should be established early in a doctor's practice. 
Regular billing is an essential part of good collec- 
tion procedure. Punctuality in billing encourages 
prompt payment. A doctor who sends bills errati- 
cally, perhaps allowing several months to elapse 
before mailing a statement, must expect his patients 
to treat their payment responsibilities similarly. It 
is natural for the patient to think: “If the doctor 
doesn’t attach much importance to the bill, then I 
won't either.” The longer payment is delaved, the 
harder it is to collect. 

Some physicians prefer to send out bills once a 
month; others mail statements twice a month—on 
the Ist and 15th. Some follow a cyclical billing sys- 
tem used in businesses, whereby statements go to 
patients in certain sections of the alphabet on cer- 
tain dates each month. The kind of billing system 
is not so important as the fact that the doctor has a 
system and follows it. 

Regular billing and itemization of charges pave 
the way to easy collections. It also helps if the doc- 
tor makes it easier for patients to pay by enclosing 
a return business reply envelope and clearly speci- 
fying the date on which payment is due. 

All these things can be done in a dignified, pro- 
fessional manner which does not imply commercial- 
ism if the physician puts the business side of his 
practice in the proper perspective, remembering 
that his first job is to care for his patients. 
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Following up on Collections 
When regular itemized statements have been sent 
and payment has not been received, the physician 
should initiate his collection follow-up program. 
This program should be based on an understanding 
of some of the reasons why patients don't pay. 
There are a number of them, but these three prob- 
ably are the most common: (1) negligence, (2) in- 
ability to pay, and (3) unwillingness to pay. 

When a patient merely puts off payment with no 
good reason, the physician himself may be partly to 
blame. He may not have sent his bill promptly, or 
he may not have jogged the patient about his finan- 
cial responsibilities. Many people tend to pigeon- 
hole their doctor bills, postponing payment until 
their other debts have been paid. Physicians them- 
selves must educate the public to treat medical bills 
as they do any other kind of indebtedness—paving 
what they owe when it is due. If the doctor ascer- 
tains that negligence is the reason he has not re- 
ceived payment, he can institute his plan for re- 
minding the patient about the bill. 

Some patients who would like to pay sometimes 
are temporarily unable to do so. If this is the case, 
the physician should be prepared to understand the 
situation and help patients make other arrange- 
ments, even to budgeting a certain amount each 
month for the doctor's bill. Time-payment buying 
is now widely accepted by the public; there is no 
reason that in special situations or in cases of 
temporary financial hardship it cannot be applied 
to the purchase of medical services. Although 
businesses offering time-payment plans add carrying 
charges to the bill, this is rarely done in medicine. 
Because the medical profession is humanitarian in 
tradition, special approaches to collections which 
would not work in the “hard, cold, business world” 
are applied. The physician who stands in the posi- 
tion of a friend to his patients wants to help the 
individual meet his financial obligations. Interesting- 
ly enough, the honest patient who does not pay 
often seeks out another physician because his pride 
does not permit him to return again and again to 
the office where he owes money. 

Some patients are unwilling to pay. These indi- 
viduals may be disgruntled about the bill. Perhaps 
the misunderstanding was partly the doctor’s fault. 
In this case, an attempt to talk over the situation 
with the patient is the first step toward eliciting 
payment. Only in rare instances are patients dead- 
beats who just do not intend to pay. It is this type 
of patient who causes the doctor to give serious 
consideration occasionally to resorting to a tougher 
collection policy, even to instituting suit. 
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Considering the factors affecting nonpayment, 
the physician starts collection procedures to (1) 
remind the negligent patient about his bill, (2) in- 
quire why payment hasn't been made—is there 
some special reason for nonpayment? and (3) get 
patients who have a reason for nonpayment into the 
office to discuss the problem and work out a solu- 
tion. Getting adequate credit information in ad- 
vance helps the physician evaluate a_ patient's 
financial situation. 

Good records are essential to follow-up collec- 
tions, so the medical office must secure the follow- 
ing information about new patients on their first 
visit: (1) full name, correctly spelled; (2) proper 
person to be billed and relationship to patient; (3) 
marital status and number of dependents; (4) cur- 
rent address and past addresses for last two or three 
vears (indicates stability, neighborhood, and index 
of financial status); (5) job details (where a man 
works is important; what he does is even more 
vital); and (6) name of person recommending 
patient. 

Such information can be secured quickly and 
with no affront to the patient. In some offices in- 
quiries are made about patient’s charge accounts, 
since these are good credit indexes. It is poor policy 
to ask about banks and bank accounts. Superficial 
signs of prosperity should not color an evaluation 
of the patient's financial status. When a substantial 
sum is involved and there is some question, the 
credit rating can be checked with the local credit 
bureau. Obviously, it’s easier for the doctor in a 
small town to gauge his patient's ability to pay than 
it is for a city physician. 

Collection Timetable.—Every physician will want 
to work out his own “collection timetable,” but here 
is one which works for many doctors: first month, 
send statement; second month, send statement; 
third month, send a reminder note; fourth month, 
send a letter; and fifth month, write the patient noti- 
fying him that, since he has ignored all communi- 
cations, the account is being turned over to a col- 
lection agency. 

The personal approach is the best way to follow 
up collections. That's why stickers and other com- 
mercial devices attached to statements are not al- 
ways highly effective. After two statements have 
been sent, a short note from the doctor or his secre- 
tary can be sent inquiring whether the patient has 
overlooked the bill. The letter might read like this: 
“We thought perhaps you may have overlooked this 
statement which has been charged to your account 
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The next letter, preferably a letter from the doc- 
tor, should invite the patient to the office to discuss 
any special payment problems or questions he may 
have about the bill. Whatever kind of reminder is 
used, it should be informal, sincere, and imply 
confidence that the patient does intend to pay. 
Avoid all “pleas,” such as “I need the money” and 
“I have bills to pay, too.” 

The final letter may imply surprise that the pa- 
tient has made no response to collection overtures 
and request once more that the patient get in touch 
with the office to discuss the situation. If this is 
ignored, a more formal letter notifying the patient 
that the account is to be turned over to a collection 
agency can be sent. 

A physician should not be embarrassed about 
following up on bills that are justly owed him. As 
his practice develops, an intelligent, efficient girl 
can handle most of the collection phase of his prac- 
tice, clearing up many misunderstandings about 
charges and serving as a good will ambassador. 

In every community collection practices differ. 
Sometimes the doctor carries a credit load until 
crops come in or some other seasonal source of in- 
come develops. This does not mean he discontinues 
billings during “off seasons” but instead lightens 
his collection pressures, bearing down during the 
time patients have money. 

The older a bill becomes, the less likely it will be 
paid. Accounts over a year old seldom return more 
than 45 cents on the dollar—those two years old, 23 
cents. After three years the return is 15 cents on the 
dollar, and after five years it wouldn't buy a postage 
stamp. That’s why collections should be pursued 
diligently while the accounts are “fresh.” 

Often a physician is faced with a decision regard- 
ing a bill: should he reduce it or cancel it entirely? 
Sometimes a patient who has owed him money for 
many months offers to settle in cash if he will dis- 
count the bill. If the charges were correct in the 
first place and the patient is financially able to pay 
the entire amount, the wise doctor will not submit 
to the temptation of accepting the discounted bill. 
He may soon get a reputation for discounting or 
“bargaining” for his services. 

There are two prevailing philosophies on the 
question of whether to reduce or cancel a bill en- 
tirely in a hardship case. One idea is that a doctor 
should reduce but not cancel the bill in order to 
save the patient's pride. The other philosophy is 
that a doctor should never reduce but should com- 
pletely cancel a fee, evolving from the belief that 
no doctor should bargain for his services. The 
decision to reduce or cancel a fee rests with the 
personal philosophy of the physician. 
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Using a Collection Agency 

When the doctor has made an earnest effort to 
collect his own bills and still has not received pay- 
ment, he may wish to employ the services of a pro- 
fessional collection agency. There are many agencies 
which specialize in the handling of medical and 
dental accounts or which have separate depart- 
ments to handle this type of collection. In some 
places medical societies operate their own bureaus. 

An ethical agency can serve a physician well, 
prodding the people who can pay, but do not, into 
settling their debts and uncovering instances where 
special consideration is warranted. Medical collec- 
tions call for a different approach than do collections 
in other businesses. That is why selection of a repu- 
table agency is the physician's first consideration. It 
is usually best to select a local agency with a good 
reputation in the community and avoid out-of-state 
or mail-order-type agencies. Here are some guides 
in selecting a good agency: 1. Check with the local 
medical society whose officers probably can give 
information on the reliability of an agency. 2. Check 
with the local chamber of commerce or Better 
Business Bureau. 3. Check with such groups as the 
medical, dental, and hospital bureaus of America, 
or the Associated Credit Bureau of America, whose 
members conform to high standards of operation. 
4. Check up on the ownership and financial respon- 
sibility of the agency and its promptness in settling 
for money collected. 5. Find out the kind of collec- 
tion methods. Ask to see the type of reminders and 
follow-up pieces used. 6. As a general rule, don’t 
sign a contract. Good agencies seldom use them. 

Any physician who is asked to sign a contract in 
the employing of an agency should proceed cau- 
tiously, since there are sometimes traps in the con- 
tracts of less reputable agencies which can not be 
quickly spotted. They may call for payment in 
worthless bonds instead of cash or withhold any 
settlement “until the bill has been collected in full,” 
a rare instance in the handling of delinquent 
accounts. 

The Agency Works for You.—The agency is at all 
times the collection representative for the doctor. 
The procedures and techniques used in following up 
his accounts should conform with the ethics and 
dignity of the profession, and the doctor himself 
must have the final say on disposition of accounts. 
It should be the decision of the doctor, not of the 
agency, for example, whether legal action should 
ever be taken. A good agency also should be willing 
to adjust a fee in a hardship case rather than try 
to boost its own commission by a cold pursuit of the 
total amount due. 
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The physician must provide all necessary infor- 
mation to the agency, including basic data from the 
patient’s nonclinical record and a report on his 
follow-up actions. When the agency takes over an 
account, the doctor ceases all billings to the pa- 
tient. If the patient then calls the doctor to discuss 
the bill, he should be referred courteously to the 
agency. Any payment made directly to the physi- 
cian should be reported to agency officials; if it was 
secured after their collection efforts began, the 
agency is entitled to a portion of it. 

Medical bills turned over for collection to an 
agency are discounted, and the older the account 
the greater the discount. Any return is better than 
none at all. The average cost of collecting medical 
fees is about 40%, but this rate varies according to 
individual agreements and local situations. In one 
city, the average collection on delinquent accounts 
is 10%. When the doctor employs an agency, he is 
employing skilled men in the collection field and he 
must expect to pay for their services. However, 
when collections rise beyond 25%, it is usually a 
clear indication the doctor’s own office is not doing 
its part in pursuing collections. 


Should You Sue? 


Suing to collect a bill is a drastic step that some- 
times is offset by the resultant ill will it creates. A 
vengeful patient—justly or unjustly—may sometimes 
file a malpractice suit countering the doctor's col- 
lection suit. Consequently, many physicians delay 
any legal actions until after the statute of limitations 
determining the extent of time during which a mal- 
practice action can be filed expires. This period 
varies from state to state. 

A lawyer is the best person to judge whether or 
not a physician has a chance of collecting in court. 
Points to consider are the clear rights of the claim, 
the patient's ability to pay, exhaustion of other col- 
lection means, and justification of the amount by 
comparison with fees for similar services locally. In 
more than half of the states and in the District of 
Columbia doctors may act as their own lawyers in 
small claim courts—where sessions involving debts 
usually under $100 are held. The doctor merely 
presents his claim to a judge after paying a fee of 
$1 or $2 for a summons to the patient. A small 
claims court in New York is credited with winning 
suits for nine out of ten physicians but this doesn’t 
mean those physicians collect. Enforcement of the 
legal claim is not always carried out. 

In all collection efforts, a balance of humani- 
tarianism and firmness seems to get best results. 
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MEDICAL FILM REVIEWS 


A Clinic on Recognition and Management of Respiratory 
Acidosis: 16 mm., color, sound, showing time 34 minutes. 
Prepared by Reginald H. Smart, M.D., Hurley L. Motley, 
M.D., and Joseph F. Boyle, M.D., Los Angeles. Produced in 
1958 by Churchill-Wexler Film Productions and Ed Hamil- 
ton Productions, Los Angeles, for and procurable on loan 
from Smith Kline & French Laboratories, Medical Film 
Center, Philadelphia 1. 

This film is based on a televised clinic originally 
presented at the 37th meeting of the College of 
Physicians, Los Angeles, 1956. The course of a 
fatal case of respiratory acidosis is illustrated and 
discussed by the authors. Etiology and symptoms 
of this condition are examined in detail, and the 
importance of early recognition is emphasized. A 
suggested treatment program, including emergency 
treatment of acute cases, is outlined fully and in- 
cludes demonstrations of various types of respira- 
tory equipment. One of the chief values of this 
film is the dramatization of the danger of oxygen 
therapy in the presence of hypercapnia. In this 
way, many ideas are conveyed with lasting impact 
that could not be transmitted by the didactic ap- 
proach alone. On the other hand, the pathophysi- 
ology of respiratory acidosis is well discussed with 
the use of helpful color charts. The determination 
of arterial blood pH is stressed; however, it should 
be remembered that an elevated arterial carbon 
dioxide concentration is a more specific pivotal 
factor in respiratory acidosis. There are minor omis- 
sions, such as carbonic anhydrase inhibitors. The 
physician viewing this film should bear in mind 
that it is probably better to give oxygen to a pa- 
tient with cyanosis and watch his response to it 
rather than to withhold oxygen while waiting for 
respiratory equipment. This teaching film is highly 
recommended for house officers, visiting staff, and 
medical students. 


Retropubic Prostatovesiculectomy: 16 mm., color, sound, 
showing time 10 minutes. Prepared by McCleery Glazier, 
M.D., and Louis J. Lombardo Jr., M.D., Los Angeles. Pro- 
duced in 1957 by Billy Burke Productions, Hollywood. Pro- 
curable on loan from Eaton Laboratories, 17 Eaton Ave., 
Norwich, N. Y. 

In this motion picture the operative technique of 
retropubic prostatovesiculectomy is demonstrated 
on a cadaver. The procedure is shown in detail and 
the advantages of the retropubic approach, par- 
ticularly the excellent surgical exposure it affords, 
are pointed out. The author's technique for this pro- 
cedure is primarily used for the surgical treatment 
of early prostatic carcinoma. Models are used at the 
beginning and end for orientation. It is an excellent 
film and is recommended especially for residents, 
interns, and urologists. It would also be of interest 
to general surgeons and surgical nurses. 


- 
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ILLUSTRATED FILM REVIEWS 


A CLINIC ON RECOGNITION AND MANAGEMENT 
OF RESPIRATORY ACIDOSIS 


Reginald H. Smart, M.D., Hurley L. Motley, M.D., Ph.D. 
and 
Joseph F. Boyle, M.D., Los Angeles 


Each day in hospitals in the United States, deaths due to respiratory acidosis occur among patients seen 
in all fields of medical and surgical practice. Although certain clinical signs should alert physicians to the 
presence of this condition, all too often it is unrecognized. Because these patients die a chemical death, au- 
topsy will not demonstrate the cause. However, before death, simple, accurate laboratory procedures can be 
performed which will quickly establish the diagnosis and permit effective treatment. These should be avail- 
able in every hospital. A brief study of the pathological physiology involved demonstrates the pathogenesis of 
this condition and provides the basis for prompt recognition and proper treatment. Effective therapeutic 
measures are available, and, if respiratory acidosis is recognized and adequate treatment instituted in time, 
the majority of these patients’ lives can be saved. The written review of this film appears on page 2053 of this 
issue. (This film is sponsored and distributed by the Medical Film Center, Smith Kline and French Labora- 
tories, Philadelphia 1.) 


Fig. 1.—Oxygen plays lifesaving role in many instances. Fig. 2.—Case of death due to unrecognized respiratory 
However, when injudiciously or improperly used, it may acidosis is reviewed by attending staff and resident physician. 
become instrument of death. 


* 

Fig. 3.—On admission to hospital, patient was dyspneic, Fig. 4.—After injection, oxygen was given by mask. Cya- 
cyanotic, and agitated. Resident ordered meperidine (Dem- nosis disappeared, but patient became comatose and died. 
erol) hydrochloride. 
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Fig. 5.—Resident suspected cerebral vascular accident, but 
autopsy revealed only some bronchitis and emphysema. Re- 
view of respiratory physiology explains what happened 
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Fig. 7.—Changes in ventilation are best studied by ex- 
amination of arterial blood. 


Fig. 9.—If oxygen is administered, blood becomes satu- 

rated with it and hypoxic part of stimulus to breathing is 

eliminated. Ventilation decreases further, more carbon diox- 
ide accumulates, and pH falls. This is respiratory acidosis. 
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Fig. 6.—Normal response of respiratory centers can be d¢ 
pressed by EXC ssively high concentrations of blood carbon 
dioxide, also by administration of barbiturates or opiates 


Fig. 8.—Decreased alveolar ventilation results in dimin- 
ished elimination of carbon dioxide and decrease in arterial 
oxygen saturation 
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Fig. 10.—If oxygen is administered with intermittent posi- 
tive pressure, the blood becomes saturated with it, alveolar 
ventilation is improved, carbon dioxide is better eliminated. 
and pH returns to normal. 
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Fig. 11.—Arterial blood, not mixed venous blood, must be 
used. There should be intermittent spurt to verify puncture 
of artery. 


4 
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Fig. 13.—First principle of therapy is to remove obstruc- 
tions to adequate airway. 
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Fig. 15.—60-40% helium-oxygen mixture will improve 
ventilation, will carry aerosol beyond obstructing mucous 
plugs, and leaves inert gas with which to expel secretions 
and prevent atelectasis. 
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Fig. 12.—Arterial blood pH determination, with glass 


electrode pH meter, quickly and accurately confirms diagno- 
sis of respiratory acidosis. 
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Fig. 14.—Bronchodilators and antibiotics are administered 
best as aerosols, and with intermittent positive-pressure 
breathing medicaments are carried down to areas where they 
will be most effective. 


Fig. 16.—Another principle is to improve distribution of 
air in lungs and thereby augment alveolar ventilation. This 
can usually be done with intermittent positive-pressure 
breathing therapy. 
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Fig. 17.—With two balloons representing alveoli, positive- Fig. 18.—If patient cannot be ventilated adequately with 
pressure breathing is demonstrated effectively to overcome portable equipment, it may be necessary to use iron lung. 
inadequate alveolar ventilation and improve distribution of 
air to otherwise poorly ventilated alveoli. 


Fig. 19.-Some patients require tracheotomy to allow Fig. 20.—In two or three days, this man was well enough 
better aspirations of secretion and reduce “dead space.” to be taken out of respirator. In several weeks, tracheotomy 
tube could be removed. 


Fig. 21.—Another patient became apneic after receiving Fig. 22.—It was several days before he was able to breathe 
sedatives and oxygen. He was ventilated with pressure on his own, but he recovered, returned to work, and has had 
breathing through tracheotomy tube. over three years of comfort. 
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MEDICAL LITERATURE ABSTRACTS 


INTERNAL MEDICINE 


Lung Cancer Death Rates in England and Wales 
Compared with Those in the U. S. A. E. C. Ham- 
mond. Brit. M. J. 2:649-654 (Sept. 13) 1958 


[London] 


The lung cancer death rate reported by the Reg- 
istrar General for England and Wales in 1955 was 
69.3 per 100,000 population for males and 10.6 per 
100.000 population for females. Standardizing the 
lung cancer death rates reported by the National 
Office of Vital Statistics for the United States in 
1955 to the age distribution of the population of 
England and Wales in 1955, the rates were only 33.0 
per 100,000 population for males and 6.7 per 100,000 
population for females. Thus, the lung cancer death 
rate reported in England and Wales for males was 
2.1 times as high as that reported in the United 
States, and for females it was 1.6 times as high. A 
difference of this order of magnitude has existed 
in the male rates for several decades, while before 
1949 there was only a small difference in the female 
rates. 

Among both men and women in the middle-age 
and old-age groups there are proportionately more 
cigarette smokers in the United Kingdom than in 
the United States. On the other hand, at the present 
time the number of cigarettes consumed per smoker 
per day is higher in the United States than in the 
United Kingdom. The proportion of male cigarette 
smokers who inhale appears to be approximately 
the same in the 2 countries. In the United States 
the average length of the remaining butt after a 
cigarette is discarded is about 31 mm.; about 5% 
are 45 mm. or longer, and about 9% are under 
20 mm. in length. In the United States in 1957 the 
main stream smoke of the average cigarette con- 
tained about 2.6 mg. of nicotine and 42.8 mg. of tar. 
More recently, cigarettes with a relatively low con- 
tent of nicotine and tar have become increasingly 
popular in the United States. Data at present avail- 
able do not support the hypothesis that a substantial 
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proportion of the difference in lung cancer death 
rates between the United Kingdom and the United 
States is attributable to differences in the use of 
cigarettes. However, more detailed information on 
smoking habits and on the chemical composition of 
cigarette smoke in the 2 countries is needed before 
this can be definitely established. 

In both the United Kingdom and the United 
States the lung cancer death rate of smokers, as 
well as the lung cancer death rate of nonsmokers, is 
higher in urban areas than in rural areas. The dif- 
ference in this respect is reported to be far greater 
between a large city such as Liverpool and rural 
areas of Wales than between large cities and rural 
areas in the United States. However, Merseyside 
(which includes Liverpool) has a higher male lung 
cancer death rate than any other region in England 
and Wales, and so it cannot be considered as typi- 
cal of the country as a whole. While it is possible 
that some of the difference in lung cancer death 
rates may be due to factors associated with urbani- 
zation—for example, air pollution or occupational 
exposures—available evidence does not suggest that 
these factors can account for a large part of the 
difference. The reported death rate from cancer, 
exclusive of lung cancer, declined steadily from 
1931 to 1956 in England and Wales but rose slight- 
ly in the United States during the same period of 
time. It is possible that differences in the diagnosis 
and the recording of causes of death may account 
for a part of the difference between reported lung 
cancer death rates in the 2 countries. 


Myxedema, Pseudomyotonia and Myotonia Con- 
genita. L. W. Jarcho and F. H. Tyler. A. M. A. Arch. 
Int. Med. 102:357-366 (Sept.) 1958 [Chicago]. 


A 39-year-old housewife was hospitalized in the 
8th month of her 8th pregnancy for prenatal care. 
She gave a history of goiter since the age of 15, 
intermittently treated with iodine. Neither thyro- 
toxicosis nor hypothyroidism was suggested by her 
history, but during her 6th pregnancy, 9 years 
previously, she had complained of “strangling” 
sensations, apparently related to growth in size of 
the gland. Symptoms subsided on treatment with 
strong iodine (Lugol’s) solution. A year later, be- 
cause of the appearance of a nodule in the cervical 
mass, slight neck tenderness, and difficulty in swal- 
lowing, a subtotal thyroidectomy was performed. 
An estimated 3 Gm. of the right lobe was left in 
situ, and the remainder of the gland was removed. 
Ten hours after surgical intervention the patient 
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showed typical signs of postoperative hypoparathy- 
roid tetany, and myxedema developed two months 
later. Simultaneously the symptoms and signs of 
generalized myotonia were manifested, and electro- 
myographic studies confirmed the diagnosis. This 
disorder has been differentiated from pseudomyo- 
tonia, a common feature of myxedema, and from 
other muscular affections occasionally seen in hypo- 
thyroid patients. Hormonal therapy greatly im- 
proved but did not entirely correct myotonia in this 
patient, and the effect of treatment was not suffi- 
cient to alleviate myxedema. 

True myotonia was identified in 3 blood relatives 
of the patient and was probably present in at least 
3 others, none of whom showed symptoms or signs 
of thyroid dysfunction. The family, therefore, ap- 
pears to be affected by congenital myotonia. The 
condition was manifested in a mild form in the pa- 
tient reported, being temporarily aggravated by 
myxedema. Several members of the family showed 
a hereditary abnormality of the skin, hyperkeratosis 
palmaris et plantaris. The frequent occurrence of 
this skin disorder in subjects with myotonia sug- 
gests that it may have a hereditary linkage to mvo- 
tonia in a group of blood relatives. 


Postoperative Myocardial Infarction: Report of 35 
Cases. G. Feruglio, S$. Bellet and H. Stone. A. M. A. 
Arch. Int. Med. 102:345-353 (Sept.) 1958 [Chicago]. 


Myocardial infarction is not an uncommon post- 
operative complication; it is particularly prevalent 
in the older age group. Thirty-five patients with 
postoperative myocardial infarction were selected 
from 21,000 patients who were subjected to surgery 
in the last 3 vears. Twenty-two patients were men, 
and 13 were women. Their ages ranged from 43 
to 83 vears, with an average of 69 vears. The elec- 
trocardiographic diagnosis obtained before surgery 
in 30 patients of this series was within normal limits 
in 7; there was slight myocardial abnormality in 
10 and moderate to severe grade of myocardial 
abnormality in 13. Most of the patients (24) under- 
went major abdominal surgery. These operations 
were performed with the patients under the follow- 
ing types of anesthesia: local anesthesia (topical 
and infiltration ) in 6 patients; spinal anesthesia with 
supplementation (tetracaine [Pontocaine] hydro- 
chloride or dibucaine [Nupercaine] hydrochloride) 
in 3; and general anesthesia (thiopental [Pentothal], 
cyclopropane, or ether ) in 26. The length of surgical 
procedure ranged from 20 minutes to 6 hours. 
Twenty-five patients manifested hypotensive epi- 
sodes of varying length and degree during the 
operation or during the immediate postoperative 
period. The occurrence of the hypotensive state 
usually coincided with, or was followed by, a myo- 
cardial infarction in 29 paticnts. Two patients of 
this group were in surgical shock for several hours, 
2 developed acute pulmonary edema, and 2 mani- 
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fested congestive heart failure. Diagnosis of myo- 
cardial infarction was made in approximately one- 
third of the group on the day of operation, in 
one-third within the first 3 days, and in the remain- 
ing one-third between the 4th and the 6th day of 
the postoperative period. Eleven patients (31.4% ) 
died within 10 days after the onset of the myocar- 
dial infarction. In all these patients death was 
directly related to this state. Autopsy performed on 
6 of these patients confirmed clinical diagnosis. 
The clinical course in most of the patients who 
survived was rather mild; in 6 the electrocardio- 
grams returned to normal within 10 to 16 days. 

The treatment of patients with postoperative 
mvocardial infarction is similar to that of myocar- 
dial infarction unrelated to surgical procedure. 
However, certain complicating factors are involved. 
In patients of the older age group, and in the pres- 
ence of preexisting coronary artery or other throm- 
boembolic disease, unless specific contraindication 
exists, prophylactic anticoagulants administered 
from the 3rd to the 10th postoperative day may be 
of help. The prevention of postoperative myocar- 
dial infarction is one of the important problems in 
surgery today. The measures already emploved 
include optimum preparation of the patient from 
the standpoint of heart failure, arrhythmias, anemia, 
electrolyte imbalance, decrease of anxiety, and per- 
formance of the operation with a minimal degree of 
tissue damage, anoxia, and blood loss. Hypotension 
should be avoided where possible. When it occurs, 
early recognition should be made and immediate 
therapy with vasopressor agents and_ transfusions 
instituted, if necessary. The longer the duration of 
the hypotensive state, the greater is the likelihood 
of the development of myocardial infarction and 
the greater its extent. Routine electrocardiograms 
should be taken during the postoperative period, 
particularly in the group in which complications 
tend to occur. In older patients the prognosis in 
extensive infarction is poor. Early diagnosis and 
appropriate therapy may be of help in decreasing 
the mortality from this process. 


Pulmonary Infiltration and Fibrosis of Unknown 
Origin: The Risk of Developing Active Pulmonary 
Tuberculosis. |. F. Chase, $§. D. Rockoff and L. P. 
Hellman. A. M. A. Arch. Int. Med. 102:367-374 
(Sept.) 1958 [Chicago]. 


It is difficult to determine the significance of 
roentgenographically unchanging pulmonary lesions 
in persons with inconclusive bacteriological and 
pathological findings The problem of the diagnosis 
of these cases is of special importance to the Armed 
Forces where intimate environmental situations 
exist. In an attempt to define the risk of develop- 
ment of active pulmonary tuberculosis in persons 
with predominantly noncalcified pulmonary lesions, 
proved by clinical study to be “stable” or “inactive,” 
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a study group of 268 Naval and Marine Corps per- 
sonnel, who were hospitalized and returned to duty 
in 1951 with a diagnosis of pulmonary infiltration or 
fibrosis of unknown origin, were followed for 3 
vears. All patients who had had a diagnosis of active 
tuberculosis duiing or prior to 1951 were excluded. 
A control group consisting of 493 Naval and Marine 
Corps personnel, who were hospitalized and _ re- 
turned to duty in 1951 with a diagnosis of hemor- 
rhoids, were also followed for 3 years. These sub- 
jects were chosen, because there is no known 
relationship between hemorrhoids and tuberculosis, 
and the over-all age distribution was similar to that 
of the study group. Tuberculosis has not occurred 
in anv member of the control group, whereas active 
pulmonary tuberculosis developed in 16 of the sub- 
jects of the study group (5.9%), in several of whom 
the diagnosis was made within 8 months after the 
1951 hospitalization. Examination of the records and 
roentgenograms revealed that in all 16 patients the 
active disease process occurred in the same area of 
the lung which had been clinically investigated at 
the patients’ previous hospitalization. 

The high incidence of active pulmonary tubercu- 
losis in persons with pulmonary lesions diagnosed 
as mostly noncalcified “inactive” pulmonary infil- 
trations, or fibrosis of undetermined origin, illu- 
strates the error of assuming that such lesions have 
no clinical significance. The problem of early diag- 
nosis in these subjects can be solved only by fre- 
quent and thorough follow-up examinations over a 


prolonged period, and for this purpose the establish- 
ment of a standardized procedure of examination 
and a central registry of case reports appears to be 
advisable. 


Regional Enteritis: I. Clinical Aspects and Diag- 
nosis in 100 Patients. J. E. Daffner and C. H. Brown. 
Ann. Int. Med. 49:580-594 (Sept.) 1958 [Lancaster, 
Pa.] 


The authors report on 53 male and 47 female 
patients, between the ages of 16 and 70 years, with 
regional enteritis who were seen in the department 
of gastroenterology of the Cleveland Clinic be- 
tween 1946 and 1956. Fifty-five of the 100 patients 
were less than 31 years of age, the disease being 
predominantly one of young adults. It occurs in 
older patients, though, since 15 patients were over 
50 years of age. The symptoms initially may be 
mild and may be present for a long time before 
the diagnosis is made; the average duration of 
symptoms in the 100 patients was 2.9 years. The 
chief symptoms were colic or abdominal pain in 
88 patients, diarrhea in 81, loss of weight in 70, 
gastrointestinal bleeding in 34, draining sinus in 
33, fever in 32, and anal fistula in 14. Many pa- 
tients initially had only one symptom, and a few 
had all the symptoms listed. Physical examination 
revealed fistulas in 48 patients, an abdominal mass 
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in 35, signs and symptoms of partial obstruction of 
the small intestine in 30, and abscesses in 15. The 
ileum was involved in 98 patients. Systemic com- 
plications were not so frequent as they are in ul- 
cerative colitis, and they usually subsided with 
adequate treatment of the regional enteritis. 

Roentgenologic findings on barium enema exami- 
nation were diagnostic in 85 patients and falsely 
normal in 4; 11 patients did not undergo this ex- 
amination. Roentgenologic examination of patients 
with regional enteritis should include a flat plate 
of the abdomen to detect possible obstruction, and 
barium enema studies should follow. Since the 
ileum is so frequently involved, findings on barium 
enema study may be diagnostic. Motility studies 
of the small intestine should then be done to de- 
termine the degree and extent of the disease. The 
diagnosis of regional enteritis could be made ear- 
lier in the course of the disease if there were a 
greater awareness of the signs and symptoms of 
the disease. A patient may have only one of the 
typical symptoms or findings, but that alone should 
indicate the possible presence of regional enteritis. 
The greater the number of typical symptoms or 
findings in a patient, the more likely is the diag- 
nosis to be regional enteritis. If the clinical findings 
strongly suggest regional enteritis, the diagnosis 
should be made even when the roentgenologic 
findings are normal. 


Regional Enteritis: II. Results of Medical and Sur- 
gical Treatment in 100 patients. C. H. Brown and 
J. E. Daffner. Ann. Int. Med. 49:595-606 (Sept.) 
1958 [Lancaster, Pa.]. 


Of the 100 patients reported on in the preceding 
paper, 35 received only medical treatment and 65 
were subjected to surgical treatment. Fourteen of 
the 100 patients were followed up for less than one 
vear. The remaining 86 patients were followed for 
periods ranging from 1 to 12 years; the average 
follow-up period in these patients was 5.2 years. 
Twenty-three of the 35 medically treated patients 
showed a satisfactory response, 3 an unsatisfactory 
response, and 9 were followed for less than one year. 
The effects of specific drugs given to these patients 
were difficult to establish, but apparently oxytetra- 
cycline (Terramycin) was beneficial in 4 patients 
and streptomycin in 5. Steroid therapy was of help 
in 5 of 10 patients, and roentgenotherapy in 3 of 
6 patients. These findings suggest that medical 
therapy can be of benefit in patients with regional 
enteritis who have no severe complications which 
require surgical treatment. 

All the 65 patients who were operated on had 
complications of regional enteritis; 30 had intestinal 
obstruction, 25 had fistulas, 13 had abscesses, and 
9 had severe anemia or hemorrhage. The indica- 
tions for surgical treatment were these complica- 
tions of the disease rather than the disease itself. 
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Sixty of the 65 patients were followed for more 
than one year; 28 of the 60 had resection and 32 
had ileocolostomy with or without exclusion, ile- 
ostomy, or enteroenterostomy respectively. The re- 
sults of operation were good in 32 patients, fair 
in 14, and poor in 12; 2 patients died, but these 2 
deaths were not related to the enteritis. Of the 
28 patients subjected to resection, 20 had good 
results, 3 had fair results, 4 had poor results, and 
1 died. The postoperative recurrence rate was 
high: 63% for the entire group and 54% for the 
group of patients who underwent resection. Of 
the 38 patients with postoperative recurrence, 18 
were treated medically and 20 underwent a second 
operation. Two of the 38 patients were lost to 
follow-up. Thirty-one of the remaining 36 patients 
responded satisfactorily to the further treatment. 
The results obtained in this series of 100 patients 
warrant an optimistic approach to the treatment 
of regional enteritis. 


Viremia in Human Mumps Virus Infections. J]. R. 
Overman. A. M. A. Arch. Int. Med. 102:354-356 
(Sept.) 1958 [Chicago]. 


The various complications which may follow 
mumps parotitis, such as meningoencephalitis and 
orchitis, suggest that the virus is widely dissemi- 
nated throughout the body, but viremia has pre- 
viously been demonstrated by only one worker in 
a patient with this contagious disease. Mumps virus 
is easily recovered from the spinal fluid and has 
recently been demonstrated in the urine. The pres- 
ent paper reports 3 successful isolations of this 
virus from the serum of 2 of 15 patients with 
mumps Virus infections. Serum antibodies to mumps 
virus had not yet appeared in the blood of these 
patients at the time the virus was isolated. The 
reason why mumps virus can so rarely be isolated 
from the serum of patients with mumps virus in- 
fections is still unknown. 


Diazotization Rate of Bilirubin Content of Blood 
as a Diagnostic Aid in Biliary Colic. L. Schalm. 
Nederl. tijdscnr. geneesk. 102:1537-1539 (Aug. 9) 
1958 (In Dutch) [Amsterdam]. 


If gallstones are present in a patient who com- 
plains of epigastric pain, it is important to ascer- 
tain whether these calculi account for the symp- 
toms, particularly if the patient shows no signs of 
jaundice. It is important to determine in such 
patients the bilirubin level of the blood, particu- 
larly the percentage of bilirubin diazotized in 10 
minutes. The author calls attention to a method 
which he, together with Schulte, described in 1950 
and in 1953. On the basis of illustrating case his- 
tories he shows that, if soon after the attack of 
epigastric pain there is a noticeable rise in the 
total bilirubin content of the blood with a con- 
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siderable increase in the 10-minute diazotization 
rate, this positive reaction is strongly indicative of 
cholelithiasis as a cause of the symptoms. The case 
of a patient with a stone present in one of the 
hepatic ducts showed that determination of the 
alkaline phosphatase value may constitute a further 
refinement of the diagnosis. 


Wilson’s Disease, Especially with Regard to Bio- 
chemical Disturbances. E. Enger. Tidsskr. norske 
lagefor. 78:781-784 (Aug. 15) 1958 (In Norwegian) 
[Oslo]. 


In hepatolenticular degeneration (Wilson's dis- 
ease), a rare hereditary disease due to disturbances 
in copper metabolism, copper is deposited in the 
tissues. The plasma content of copper and cerulo- 
plasmin is reduced. The ceruloplasmin reduction is 
constant and considerable; the reduction in the 
copper content is variable and less marked, which 
leads to increase in the amount of copper not 
bound to the ceruloplasmin. The increase in the 
diffusible copper fraction predisposes to metal de- 
posit in organs with greater affinity to copper than 
the serum albumin has. This affects particularly 
brain, liver, kidneys, and cornea. Another diag- 
nostically significant biochemical deviation is the 
considerably increased copper excretion in the urine. 
Disturbances in the copper metabolism depend on 
genetic defects. Heredity is recessive. In about 75% 
of the cases, the clinical picture is dominated by 
damage to the brain; in most of these cases there 
is simultaneous hepatic damage. In about 20% of 
the cases, cirrhosis of the liver stamps the picture, 
but sooner or later signs of damage to the brain 
appear. In the remaining 5%, the so-called abdomi- 
nal form of Wilson’s disease, simultaneous involve- 
ment of the brain is not demonstrable. 

Biochemical examination will disclose the patho- 
logical copper metaboiism of Wilson’s disease. 
Kayser-Fleischer rings in the cornea, seen only in 
this condition, are present in from 60 to 90% of 
the cases. The first symptoms, as a rule, appear 
between the ages of 15 and 25 years, but the debut 
may come in early childhood or later. Death usu- 
ally occurs in from 2 to 4 years; acute cases of a 
few months’ duration are not rare, and a chronic 
course has been reported. In 1951 increased excre- 
tion of copper in the urine on administration of 
dimercaprol (BAL) was reported. Penicillamine 
and Versene, recently introduced, cause a stronger 
copper excretion than BAL. Treatment with these 
medicaments has given clinical improvement even 
in cases with the fully developed picture. Lasting 
improvement can hardly be hoped for in advanced 
cases. Ceruloplasmin examinations, however, afford 
the possibility of revealing the disease in clinically 
well persons; here good results of treatment can 
be looked for. 
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The author reports the case of a man, aged 35 
years, in whom Wilson’s disease was diagnosed on 
signs of hepatocerebral damage, Kayser-Fleischer 
rings in the cornea, reduced uric acid level, in- 
creased elimination of amino acids and copper in 
the urine, and increased copper content in the 
tissues. Treatment with BAL was without avail. 
The patient died 7 months after the initial symp- 
toms. The histological results confirmed the clini- 
cal diagnosis. The pattern here deviated from the 
usual in that the serum ceruloplasmin was normal. 
The author concludes that in advanced cases the 
biochemical disturbance can become so compli- 
cated that the usual reduction in the ceruloplasmin 
content of the serum is masked. 


SURGERY 


Treatment of Severe Head Injuries. I. N. Maciver, 
L. P. Lassman, C. W. Thomson and I. McLeod. 
Lancet 2:544-550 (Sept. 13) 1958 [London]. 


The development of decerebrate rigidity and 
hyperpyrexia, either separately or together, in pa- 
tients who have sustained severe head injuries must 
be regarded as ominous. A retrospective survey 
showed that in cases of this type the mortality was 
77%. The adoption in December, 1956, of a method 
of treatment designed to counteract respiratory in- 
sufficiency and to prevent or relieve cerebral edema 
brought about a statistically significant reduction 
of this mortality to 38.4%. The most important 
features of the treatment (which is described in 
detail by the authors) are (1) correct posture to 
prevent seepage into the lungs and tracheobron- 
chial tubes; (2) isolation of the lungs from the dis- 
organized pharynx by early tracheotomy; (3) further 
protection of the lungs by continued aseptic 
tracheobronchial toilet; (4) use of a lytic cocktail 
to coordinate the reticular mechanisms of the brain 
stem and to control rigidity, restlessness, and hyper- 
thermia; (5) avoidance of oral feeding during un- 
consciousness; (6) maintenance of physiological 
tensions of oxygen and carbon dioxide in the blood; 
(7) maintenance of fluid and electrolyte balance 
and calorie intake; (8) use of antibiotics to combat 
infection; and (9) relief or prevention of secondary 
cerebral edema by the intravenous administration 
of triple plasma. 

The clinical picture in the 26 patients treated by 
this method and in a control group of 56 patients 
meeting the same diagnostic criteria varied accord- 
ing to the degree of damage to or compression of 
the brain stem. The best prognosis attended the 
cases in which the patients showed hyperpyrexia 
with tonic fits superimposed on decerebrate rigid- 
ity. The poorest prognosis accompanied the cases 
marked by complete thermolability and absolute 
flaccidity save when disturbed by feeble tonic fits. 
Medullary failure was imminent in the thermola- 
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bile and flaccid group, the blood pressure falling 
and the respirations becoming shallow, irregular, 
and gasping. Nevertheless, 2 patients with this 
clinical picture survived. 

All 16 of the surviving patients in the treated 
group are under constant observation and have 
been subjected to psychological testing at regular 
intervals. Two women have shown fairly pro- 
nounced mental changes for some time, and one 
man is somewhat euphoric and a little childish, 
but he is extremely good-tempered and works well. 
Relatively few of the others have any physical or 
neurological deficit; 9 have returned to their pre- 
accident occupations and are managing well; 2 
have gone back to light work, and both should 
return to their normal employment within a rea- 
sonable time; and 4 others either are or will pres- 
ently be fit for light work. 

Further improvements may make it possible to 
lower the mortality in patients with severe head 
injuries to 20%, but only if it is realized that respira- 
tory insufficiency exists from the time of the acci- 
dent and that steps must be taken at once to coun- 
teract it, both during transportation to a hospital 
or head-injury center and on arrival at a casualty 
department. 


The Successful Removal of a Tumor from the Right 
Atrium Under Hypothermia. M. Kréilkova, I. Musil, 
]. Navratil and O. Olejnik. Thorax 13:173-176 
(Sept.) 1958 [London]. 


The authors report on a 14-year-old girl who was 
admitted to the surgical department of the Univer- 
sity Hospital in Brno, Czechoslovakia, because of 
severe dyspnea and elevated erythrocyte sedimen- 
tation rate. Gross systolic distention of the jugular 
veins was noticed. There was a slight prominence 
of the chest in the precordial ‘region and marked 
systolic pulsation of the right ‘ventricle. The liver 
was enlarged. The heart sounds were indistinct, 
and a systolic murmur was heard in the 5th inter- 
costal space, loudest near the right sternal border. 
The electrocardiographic tracing showed right 
bundle-branch block and right ventricular over- 
load. A posteroanterior chest roentgenogram re- 
vealed enlargement of the right ventricle with ex- 
pansile systolic pulsation of the right atrium. Both 
venae cavae were enlarged and showed intense 
distention during systole. Fluoroscopy revealed a 
dense, well-circumscribed, ball-shaped, and plum- 
sized mass within the shadow of the right atrium 
after the systolic and diastolic movement of the 
right heart in a quick, sometimes irregular, swing- 
ing curve. An angiocardiogram was made, which 
showed a defect in the contrast medium filling the 
right atrium and corresponding to the ball-like 
mass. 

The patient was operated on with the aid of 
hypothermia at a lowest temperature of 80.6 F 
(27 C). A tumor mass measuring 4 by 5 by 5.5 cm. 
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and hanging on a stalk, which originated from the 
inferior part of the right atrial septum close to the 
posterior cusp of the tricuspid valve, was removed 
from the right atrium by division of its stalk. The 
postoperative period was uneventful, and the pa- 
tient was discharged from the hospital 4 months 
after the operation. Microscopic examination of 
the surgical specimen revealed a tumor with myxo- 
matous and fibrotic changes and with frequent 
calcification. 

Primary tumors of the heart are rare, and in most 
of the cases collected from the literature the diag- 
nosis was made at autopsy. It is to be expected 
that in the future cardiac tumors will be diagnosed 
more frequently during the patient's life and be- 
fore operation, thanks to diagnostic improvements 
in cardiology and roentgenography. 


The Follow-Up Study of 250 Patients Subjected to 
Surgical Treatment of Patent Ductus Arteriosus. 
N. Helsingen Jr., O. Husom and L. Efskind. Thorax 
13:210-212 (Sept.) 1958 [London]. 


The authors report on 250 patients, between the 
ages of 14 months and 40 vears, with patent ductus 
arteriosus who were operated on in the surgical 
department of the Rikshospitalet (surgical clinic 
of the University) in Oslo between 1944 and 1956. 
Except for the first 2 patients operated on, all had 
the usual dorsolateral transthoracic incision with 
wide opening of the thorax, and, as a rule, simple 
ligation of the ductus arteriosus was performed 
with 2 or 3 thick silk ligatures applied as far apart 
as possible. In 5 patients the duct was cut between 
clamps and sutured, and in 4 others sutures had 
to be placed on the aortic and pulmonary ends of 
the duct but without division. Three patients died, 
representing a mortality rate of 12%. Of the 3 
deaths, one was attributable to accidental bleeding 
in the course of the operation; the second occurred 
during reoperation for a complicating aneurysm; 
and the third was caused by a tension pneumo- 
thorax occurring after a simple thoracentesis. 

The patients were followed up for periods vary- 
ing from 6 months to 13 years. All the patients 
were traced. The results of the surgical treatment 
were extremely satisfactory. The crucial point in 
the follow-up examination is the detection of pa- 
tients with possible recanalization of the ductus 
arteriosus. In only 4 patients, 2 children, aged 8 
and 12 years, and 2 adults, aged and 23 vears, 
could a continuous murmur of the “patent duct 
type” be heard at the follow-up examination, indi- 
cating recanalization. All 4 patients had had simple 
ligation of the ductus arteriosus. Three had wide 
ducts, and one probably had a subacute bacterial 
endarteritis postoperatively. The incidence of re- 
currence thus was 1.6%. This compared favorably 
with the reports by other workers of more than 
10% recanalization after ligation of the ductus ar- 
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teriosus. Under these conditions simple ligation is 
considered a safe procedure with a small chance 
of recurrence, except in patients with giant ducts 
and in elderly patients. 


Results of Open Heart Surgery with Elective Car- 
diac Arrest by Potassium Citrate in Patients with 
Congenital and Acquired Heart Disease. F. M. 
Sones Jr. Dis. Chest 34:299-316 (Sept.) 1958 [Chi- 


cago]. 


Elective cardiac arrest, accomplished by perfu- 
sion of potassium citrate solution into the coronary 
circulation, made possible excellent surgical ex- 
posure of intracardiac structures during open car- 
diotomy in 80 patients with a variety of congenital 
and acquired lesions. The cardioplegic effect of 
potassium was reversed by perfusing the coronary 
arteries with oxygenated blood. In no instance was 
death or surgical failure attributable to the use ot 
cardiac arrest. Forty-five patients survived. The 
postoperative status of surviving patients was eval- 
uated on the basis of clinical findings and, when 
possible, by heart catheterization and _ cinecardi- 
oangiography 6 to 14 months after the operation 
Anatomic correction with restoration of normal 
function may be anticipated in patients with atrial 
or ventricular septal defects, provided that com- 
plete absence of the septum is not encountered. 

Severe pulmonary hypertension is not a contra- 
indication to closure of septal defects if there is a 
large left-to-right shunt with increased pulmonary 
flow. In patients with the tetralogy of Fallot, inade- 
quate closure of the ventricular septal defect has 
been found in most instances when a prosthesis has 
not been incorporated into the defect. These pa- 
tients have shown clear-cut evidence of functional 
improvement, with increased pulmonary blood flow 
and relief of arterial hypoxemia, but anatomic cor- 
rection and restoration of normal cardiovascular 
dynamics have usually not been obtained. Experi- 
ence with this small group of patients emphasizes 
the need for further refinements in diagnosis, sur- 
gical technique, artificial perfusion, and postop- 
erative management before the ultimate potential 
of open heart surgery may be realized. 


Results of Treatment of Cystic Disease of the 
Breast: Five- to Eighteen-Year Survey. ]. W. Hen- 
drick. Surgery 44:457-482 (Sept.) 1958 [St. Louis]. 


This report is concerned with the clinical his- 
tories, operative findings, pathological reports, 
treatment administered, and follow-up examina- 
tions on 90% of a series of 484 private women 
patients treated for cystic disease of the breast be- 
tween 1933 and 1951. The study was undertaken to 
determine the results of conservative therapy and 
to present clues to the etiology of cystic disease, 
particularly hormone influences, and the relation 
of this disease and breast cancer. Research has 
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demonstrated that estrogenic stimulation over a 
period of time in ovariectomized mice will produce 
proliferation and metaplasia of the mammary duct 
epithelium, with dilatation of the ducts and acini 
and the formation of microcysts. This histological 
picture in mice is comparable to cystic disease in 
the human. The extensive use of estrogens in all 
forms for so-called menopausal symptoms in pa- 
tients with nervous phenomena certainly should 
increase the incidence of cystic disease and car- 
cinoma of the breast if the theory could be proved 
that estrogenic stimulation is related to malignancy 
of the breast. Since 1940, at least 60% of the pa- 
tients in whom the author made a diagnosis of 
cystic disease or carcinoma of the breast had _his- 
tories of having had estrogenic therapy in varying 
amounts over a period of months to several vears. 
A number of these patients who were past the 
menopause stated that their breasts had been free 
of symptoms until the administration of estrogen 
therapy, after which their breasts became tender, 
tense, painful, firm, and nodular. 

A follow-up of this series of 484 patients with 
cystic disease for a period of 5 to 18 vears disclosed 
that carcinoma of the breast developed in only 4. 
Of 452 patients with primary carcinoma of the 
breast who were treated during the same period, 
4 had previously undergone surgery elsewhere for 
benign lesions of the breast. Since some authors 
believe cystic disease of the breast to be a precan- 
cerous lesion and recommend mastectomy for its 
treatment, the question arises: What advice is the 
physician to give patients who consult him with 
painful, nodular breasts? It is the author's practice 
to assure the patient that there is no more likeli- 
hood of carcinoma developing in her breast than 
in that of any patient of comparable age without 
cystic disease and that mastectomy is not necessary 
except in rare cases. Since 1933 he has used aspira- 
tion therapy for discrete cysts of the breast, pro- 
vided that the patient agrees to return at regular 
intervals for further evaluation. Only 7 of 167 pa- 
tients with discrete lumps treated by aspiration 
had a residual mass after dry aspiration. Surgical 
excision of the residual tumors proved that they 
were benign in all 7. Patients with discrete cysts 
are advised that, if aspiration produces bloody 
fluid, if the lump does not completely disappear 
after aspiration, if fluid is not obtained, or in the 
event that the lump returns after a second aspira- 
tion, the involved area of breast will be excised 
for histological examination. Regular follow-up ex- 
aminations of patients in whom aspiration was per- 
formed demonstrated that carcinoma was not over- 
looked in any instance. 

Of 314 patients who had either a discrete cyst or 
an area of cystic disease localized to one segment 
of the breast, 311 underwent surgical excision of the 
involved area, whereas the other 3 patients re- 
quired simple mastectomy due to severe mastodynia 
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and the fact that the involved breasts were riddled 
with small cysts. In 67 patients treated by aspira- 
tion or surgical excision of a discrete cyst or seg- 
ment of breast affected with cystic disease, a second 
cyst developed in the same or opposite breast after 
a period of several months to 16 years. The new 
cysts were successfully treated by aspiration 
therapy. 


Statistics of Gallstones: Indications for Cholecys- 
tectomy. N. Enderlin. Schweiz. med. Wehnschr. 
88:855-858 (Aug. 30) 1958 (In German) [Basel, 
Switzerland]. 


A total of 6,400 autopsy reports of the age groups 
over 10 years, which covered the period between 
1950 and 1954, were reviewed at the Pathological 
Institute of the University of Zurich. The 6,400 pa- 
tients included 1,000 who either had gallstones 
(898) or had undergone cholecystectomy (102). 
Thus, only about 10% of gallstone patients had 
been subjected to cholecystectomy. About 1 woman 
in 5 and 1 man in 10 had gallstones. The number 
of patients with gallstones rapidly increased after 
the age of 30, and it reached a maximum in the 7th 
and 8th decades. Generalized obesity existed in 
one-third of the patients with gallstones, and one- 
fourth had hypertension. Eight per cent had dia- 
betes, which represents an increased incidence, 
since the average diabetes mellitus morbidity in the 
total population ranges from 0.25 to 0.4%. 


Complications of cholelithiasis existed in 402 of 
the 1,000 patients, while the remaining 60% were 
free from pathologically demonstrable gallstone 
complications. Expressed in percentage rates, 20.4% 


had chronic cholecystitis; 6%, contracted  gall- 
bladder; 5.3%, cholangitis; 5.1%, biliary cirrhosis of 
the liver; 4.4%, pancreatitis; 3%, perforation of the 
gallbladder; 2.2%, liver abscess; 2%, empyema of 
the gallbladder; 1.7%, ectasia of the gallbladder; 
1.5%, acute cholecystitis; 1.5%, hydrops of the gall- 
bladder; and 1.3%, strawberry gallbladder. The 
complications of cholelithiasis were the only cause 
of death in 8.7% of the patients, and in an addi- 
tional 7.8% they were a contributing cause. In the 
remaining 83.5% of the patients no causal connec- 
tion existed between the gallstone disease and 
death. 

The author feels that his statistical analysis sug- 
gests that patients with complications involving in- 
flammation or an obstruction to bile drainage 
should be subjected to cholecystectomy. Surgeons 
generally suggest that the operation be carried out 
even before complications develop, inasmuch as the 
surgical mortality is only 0.6% in patients who are 
as yet free from complications, whereas after their 
development and at the more advanced ages it may 
reach 20%. The author feels that balanced judg- 
ment with a consideration of personal and _indi- 
vidual factors is to be preferred to a purely sta- 
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tistical evaluation in deciding on a cholecystectomy. 
He believes that the operation is definitely indi- 
cated when the presence of gallstones is compli- 
cated by acute or chronic inflammation, by pan- 
creatitis, and by processes that obstruct bile drain- 
age. Relative indications for cholecystectomy are 
recurrent gallstone colics without jaundice or fever, 
epigastric discomfort, nausea, multiple small stones, 
and stones in young persons, particularly young 
women likely to become pregnant. In these  in- 
stances the physician may recommend cholecys- 
tectomy but should leave the final decision to the 
patient. In patients with silent gallstones or with 
only minor complaints and a single attack of stone 
colic, an expectant attitude is justified. 


Acute Pneumocholecystitis. R. Consoni, P. Tavares 
and H. Prisco. Rev. Assoc. med. brasil. 4:117-120 
(June) 1958 (In Portuguese) [Sao Paulo, Brazil]. 


Acute pneumocholecystitis is due to the presence 
of gas-producing bacteria of the Clostridium genus 
in the lumen of the gallbladder. Pathogenicity of 
the bacteria greatly increases from contact with 
concentrated bile immediately after obstruction of 
the cystic duct by calculi, regional enlarged lymph 
nodes, adhesions, or the presence of abnormal re- 
gional blood vessels. The symptoms are those of 
acute cholecystitis, but they are even more acute. 
\ roentgenologic diagnosis of pneumocholecystitis 
can be made within 24 or 48 hours after the ap- 
pearance of the acute symptoms from the typical 
image of the gallbladder showing gas retention. 

The authors review 22 cases from the literature 
and add 2 cases of patients whom they have ob- 
served, The disease was more frequent in patients 
between the ages of 50 and 60 years. There were 
19 women and 5 men. Six patients had diabetes. A 
cholecystectomy was performed on 16 patients. In 
most of these the gallbladder was found to be 
necrotic or gangrenous. Often it was perforated, 
with diffusion of gas into the perivesicular tissues, 
or else there was a diffuse peritonitis from anaerobic 
bacteria. Twelve of the 16 patients who had a 
cholecystectomy recovered; 4 died of postoperative 
complications. 

The authors advise systematic simple roentgen- 
ray examination of the upper quadrant of the ab- 
domen in patients suspected of acute cholecystitis, 
for a roentgenologic diagnosis of acute pneumo- 
cholecystitis. Cholecystectomy is the treatment of 
choice. Conservative treatment should be reserved 
only for patients who seem to be poor operative 
risks. Even for these patients, the surgeon should 
be prepared for cholecystectomy if the clinical 
symptoms progress and daily roentgen-ray exami- 
nation of the gallbladder shows increased size in 
gas contents or diffusion of gas into perivesicular 
tissues. 
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Surgical Management of Complicated Diverticu- 
litis. B. P. Coleock. New England J. Med. 259:570- 
573 (Sept. 18) 1958 [Boston]. 


The author reports on 74 men and 57 women. 
between the ages of 30 and 77 years, with diver- 
ticulitis who were operated on at the Lahey Clinic 
in Boston between 1947 and 1958. Seventy-four 
(56.6%) of the 131 patients had had symptoms of 
the disease for one year or longer before the sur- 
gical intervention. Of the 131 patients, 69 (52.6%) 
had a one-stage resection with a primary anastomo- 
sis, 17 had a two-stage resection, 3 had a Mikulicz 
resection, 27 had a three-stage resection, 8 had re- 
section combined with closure of colostomy, and 7 
had other operative procedures. The length of hos- 
pital stay for patients having a one-stage resection 
ranged from 9 to 24 days, with an average period 
of 15 days. In patients having a three-stage resec- 
tion, the hospital stay ranged from 37 to 84 days, 
with an average of 60 days. Two patients who un- 
derwent a two-stage resection died, representing a 
mortality rate of 1.5%. No deaths occurred in the 
other groups of patients. 

Forty patients (30.5%) had previously undergone 
one or more surgical procedures that did not re- 
lieve symptoms or that led to further complications 
Thus, inadequate surgery is one factor responsible 
for many complications associated with the sur- 
gical treatment of diverticulitis. In only 2 patients 
did an attempt at definitive surgical treatment fail 
when the accepted wavy of treating a complication 
of diverticulitis was employed—that is, colostomy, 
followed by resection and closure of the stoma. In 
the other 38 patients failure was attributed to the 
use of unsatisfactory surgical procedures that are 
known to be associated with a high incidence of 
poor results. One patient had a total of 8 operative 
procedures before cure was obtained. Patients with 
relatively uncomplicated diverticulitis may be sub- 
jected to definitive surgery, with a single operative 
procedure, a short period in the hospital, and a low 
mortality. Resection of the diseased intestine stops 
the recurrent attacks; perforation, obstruction, and 
fistula formation are avoided; and the danger of 
allowing unsuspected carcinoma to go untreated 
is eliminated. 


Observations on Intraperitoneal Adhesions: An Ex- 
perimental Study. B. B. Jackson. Surgery 44:507-514 
(Sept.) 1958 [St. Louis]. 


The observations described represent a patho- 
physiological study of the natural evolution of in- 
testinal adhesions as visualized through a trans- 
parent plastic window in the abdominal wall of the 
dog. Eight dogs, weighing at least 20 kg. (44 Ib.), 
were used. A 6-by-8-cm. elliptical Plexiglas window, 
with a 90 to 92% light transmission and a haze of 
5 to 10%, was utilized, being contour-shaped for 
each dog. A screw tap was placed at one end of the 
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window, so that measurements could be taken or 
fluid aspirated without removing the window. A 
stainless steel foundation mesh was sutured around 
the window with wire. After the rectus muscles 
had been excised, the window was sutured between 
the anterior and posterior fascial sheaths. Steriliza- 
tion of the window was accomplished with 1:1,000 
Zephiran solution for 24 hours. The natural history 
of the postlaparotomy adhesion appears to be 
trauma, capillary dilatation, stasis, increased capil- 
lary permeability, fluid loss, fibrinous exudate, de- 
crease in pulsations in the vasa rectae, relative 
anoxemia, diminution in peristalsis, release of pro- 
teolytic enzymes from white blood cells, increase 
in intraperitoneal fluid, resorption of fibrin, recanal- 
ization of capillaries, return of arterial pulsations, 
and resumption of peristalsis. 

The extent of the adhesion is directly propor- 
tional to the injury, whether it be chemical, bac- 
terial, thermal, or mechanical. Peritonitis produc- 
tive of heavy fibrinous exudate frequently results 
in broad, vascular, permanent, fibrous adhesions. 
Blood, free or clotted, in the peritoneal cavity does 
not incite the formation of adhesions but provides 
an excellent medium for bacterial contamination 
which may subsequently be responsible for nu- 
merous dense adhesions. Heparin inhibits adhe- 
sions only before the stage of fibrinous deposition, 
whereas streptokinase which activates fibrinolysin 
destroys the early fibrinous film. Those agents tend 
to inhibit localization of infection when they are 
used intraperitoneally. Induced intestinal hyper- 
motility to prevent adhesions seems to perpetuate a 
normal tissue response to injury. The hyperactivity 
tends to increase the ischemia of the intestinal 
wall, which prolongs the phase of capillary transu- 
dation. The Plexiglas window provokes adhesion 
development and reperitonealization in 20 to 30 
days. The evolution of the uncomplicated intra- 
peritoneal fibrinous adhesion lasts approximately 
48 to 96 hours. Efforts to shorten this period ap- 
pear to complicate a natural healing phenomenon 
with longer period of adynamic ileus and/or the 
development of permanent fibrous adhesions. 


Control of Surgical Infections at the Minneapolis 
General Hospital: A Two Year Study. C. R. Hitch- 
cock, H. Harder, M. Panuska and others. Surgery 
44:492-506 (Sept.) 1958 [St. Louis]. 


During the early summer of 1956 the surgical 
staff at the Minneapolis General Hospital became 
alarmed over the mounting number of “clean” sur- 
gical wounds infected with staphylococci, and a 
study was organized. This paper deals with investi- 
gations extending over a period of 25 months. The 
committee on infections included the superin- 
tendent, the chief of surgery, a representative from 
the department of medicine, the chief operating- 
room nurse and her assistant, the research bacteri- 
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ology technician, the pathologist, the director of 
housekeeping, and the chief engineer. The investi- 
gators had access to records of infections on the 
surgical services for an 8-month period prior to the 
formation of this committee. The hospital investi- 
gated serves as an emergency center and as an out- 
patient and inpatient facility. During the course of 
a year it treats approximately 45,000 persons on a 
total of about 110,Q00 hospital visits or admissions. 
The preponderance of older and debilitated pa- 
tients on the inpatient services greatly heightens 
the risk of serious infections. In one year (1955) 648 
patients were seen in the emergency room with in- 
fections requiring either outpatient treatment or 
admission to the hospital. 

The authors believe that all changes instituted 
during the past 18 months have contributed in some 
measure toward better control of wound infections. 
The following remedial measures appeared to be 
of significance: 1. Monthly meetings of the com- 
mittee reviewed the reports on all patients with 
wound infections, and the tabulation of these 
problems on the surgical services permitted sta- 
tistical analysis of the results. 2. In the absence of 
adequate facilities for complete isolation of all pa- 
tients infected with staphylococci, the prevention 
of cross contamination on the open wards was 
aided by stopping the interchange of blankets and 
fomites among patients and by improving dressing 
techniques. 3. The preoperative skin preparation 
was changed from soap or hexachlorophene solu- 
tion and aqueous Zephiran to ether and alcohol 
and tincture of Zephiran; during the latter phases 
of this study Dreft replaced the initial ether rinse, 
and the results appear to be satisfactory. 4. Im- 
provements in housekeeping procedures both in 
the operating rooms and on the surgical wards 
were of value. 

During the early phases of this study an improve- 
ment of 620% was made in the staphylococcic in- 
fection rate of clean wounds, and the improvement 
has continued to date. At present the over-all in- 
fection rate is less than 2%. Bacteriological sensi- 
tivity studies have yielded a common pattern of 
antibiotic resistance for a high percentage of the 
staphylococci involved. The organisms are un- 
doubtedly a strain of the Staphylococcus genus in- 
digenous to the hospital, which contaminate the 
skin, nasal passages, and gastrointestinal tract of 
patients during the course of their hospitalization. 
The control of antibiotic-resistant staphylococci 
looms as one of the most pressing problems with 
regard to safe performance of surgical procedures. 
This problem can be controlled in a large city 
hospital engaged in teaching medical students, in- 
terns, and residents if suitable techniques of asepsis 
and antisepsis are instituted. Constant vigilance on 
the part of the entire hospital staff is mandatory if 
improvements are to continue. 
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NEUROLOGY & PSYCHIATRY 


Abnormalities in Central Regulation of Respiration 
in Acute and Convalescent Poliomyelitis. F. Plum 
and A. G. Swanson. A. M. A. Arch. Neurol & Psy- 
chiat. 80:267-285 (Sept.) 1958 [Chicago]. 


The authors performed clinical, physiological, 
and pathological studies on the nature of central 
respiratory failure in patients with anterior polio- 
myelitis who were admitted in the acute stage of 
the disease to the King County Hospital in Seattle 
and the Providence Hospital in Anchorage, Alaska, 
or were convalescing from poliomyelitis at the 
Northwest Respiratory and Rehabilitation Center. 
Central respiratory disturbances were noted in 7 
female and 13 male patients, between the ages of 
5 and 36 years, during the acute illness, and in 2 
patients during late convalescence. The pattern of 
development and progression of centrogenic respi- 
ratory decompensation in acute poliomyelitis was 
similar in most of the 20 patients and could be di- 
vided into 3 stages. In stage 1 respiratory irreg- 
ularity appeared only during sleep and was un- 
noticed by the patient. Stage 2 was marked by more 
serious physiological defects in respiration, and 
dysrhythmic breathing persisted during waking 
hours. Effort or concentration was required to main- 
tain compensation for oxygen and carbon dioxide. 
Impaired chemosensitivity to carbon dioxide was 
indicated by depression of ventilation while the 
patient was breathing oxygen. Stage 3 was that of 
respiratory decompensation; hypoxia or hyper- 
capnia rapidly appeared unless artificial respiration 
was started. Of the 20 patients, the centrogenic 
respiratory abnormalities did not progress further 
during the illness than stage 1 in 7 patients; they 
progressed to stage 2 in 5 patients and to stage 3 
in the remaining 8. 

No specific treatment was required for the breath- 
ing defect in stage 1. Artificial respiration by tank 
respirator was required sooner or later to treat all 
13 patients in stage 2 or stage 3. It was learned 
that depressant drugs accelerate markedly the de- 
terioration of central respiratory control in acute 
poliomyelitis; their administration must, therefore, 
be avoided in acutely ill patients, and oxygen 
therapy could be used safely only in conjunction 
with artificial respiration. When general anesthesia 
was employed for tracheotomy, it proved necessary 
to follow it with artificial respiration. Three of the 
20 patients died of fulminating disease of the brain 
stem and central respiratory failure. Autopsy was 
performed on one of the 3 patients, and tissue 
blocks from the brain of another patient with 
central respiratory failure were obtained for ex- 
amination. In both patients marked inflammatory 
changes and neuronal alterations were observed in 
the medullary reticular formation, and small ne- 
crotic foci in the ventrolateral reticular formation. 


Irregular respiration during sleep persisted in 2 
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patients for many months after the acute polio- 
mvyelitis. These same patients also showed carbon 
dioxide retention without dyspnea, an impaired 
ventilatory response to increased tensions of in- 
spired carbon dioxide, and reduction in ventilation 
while breathing 100% oxygen. These physiological 
abnormalities were attributed to permanent ab- 
normalities in the functioning of the medullary 
respiratory center. Seven of 9 patients convalescing 
from spinal paralysis and having values of maximal 
breathing capacity and vital capacity of less than 
50% of the predicted normal also showed subnormal! 
responsiveness to carbon dioxide as a respiratory 
stimulus. It appears that in poliomyelitis, as in pul- 
monary emphysema, peripheral mechanisms _re- 
stricting chest motion may contribute to an im- 
paired ventilatory response to carbon dioxide. The 
clinical and physiological findings in the patients 
with central respiratory failure associated with 
poliomyelitis support the concept that an intrinsic 
and sensitive function of the medullary respiratory 
center is to establish the rhythmicity of breathing. 


Implications of a Five-Year Study of 700 Basal 
Ganglia Operations. I. S$. Cooper and G. J]. Bravo. 
Neurology 8:701-707 (Sept.) 1958 [Minneapolis]. 


The authors present a summary of an intensive 
study of the effects of 700 globus pallidus and 
thalamic lesions in persons afflicted with Parkin- 
sonism and diverse involuntary movement disor- 
ders. Follow-up of 55 patients who were subjected 
to elective anterior choroidal artery occlusion has 
demonstrated that this operation provided the most 
complete and lasting relief of far-advanced inca- 
pacitating rigidity, tremor, and deformity hereto- 
fore reported anywhere in the literature. Many of 
the patients have become ambulatory and _ inde- 
pendent in their daily life. The following conclu- 
sions can be documented as a result of follow-up 
studies of these 55 cases: 1. The effectiveness of 
anterior choroidal artery occlusion is due to infare- 
tion of more than a single anatomic structure. 2. 
Total relief of tremor, rigidity, incapacitation, and 
deformity is possible without inflicting any neuro- 
logical deficit upon the patient. 3. Objective evi- 
dence of 5-year cure of the Parkinsonism symp- 
toms of tremor, rigidity, and deformity has been 
achieved by anterior choroidal artery occlusion. 4. 
The dystonic deformities seen in some Parkinsonian 
patients are not actually fixed deformities but repre- 
sent forced postures which are reversible even 
after many years’ standing. 5. The so-called an- 
terior choroidal artery syndrome is not invariable, 
and in many instances this vessel may be completely 
occluded without producing neurological deficit. 
6. The ability of this procedure to relieve tremor 
and rigidity without inflicting neurological deficit 
warrants further consideration of other techniques 
which might be more universally applicable to a 
broader segment of the Parkinsonian population. 
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The techniques of chemopallidectomy and chemo- 
thalamectomy combine roentgen-anatomic methods 
of lesion placement deep in the brain. The produc- 
tion of a large lesion in the globus pallidus proved 
to be a relatively simple procedure with a small 
mortality and morbidity rate, favorable results hav- 
ing been obtained in 70% of the cases. Although 
rigidity could be relieved in 80% of such cases, 
tremor was alleviated in only 60%; however, when 
tremor was the presenting symptom, a lesion placed 
in the region of the ventrolateral nucleus of the 
thalamus provided complete relief of tremor in 90% 
of the patients. Tremor, rigidity, incapacitation, and 
deformity of Parkinsonism can be relieved by prop- 
erly placed lesions in the globus pallidus or the 
thalamus or both without inflicting any motor, 
sensory, or intellectual deficit upon the patient. The 
extent to which such lesions can be inflicted on both 
sides of the brain is deserving of further elucidation. 


A New Adjunct to the Treatment of Alcoholism: 
The Hallucinogenic Drugs. C. M. Smith. Quart. J. 
Stud. Alcohol 19:406-417 (Sept.) 1958 [New Haven, 
Conn.]. 


This paper describes a preliminary attempt to 
evaluate 2 hallucinogens in the treatment of a 
group of 24 particularly refractory alcoholics. 
LSD-25 (d-lysergic acid diethylamide) and mesca- 
line were used as adjuncts to treatment, consisting 
of superficial psychotherapy supplemented by oc- 
cupational and recreational therapy. The hallucino- 
gens often produce, in addition to perceptual 
disturbances, a particularly vivid and_ intense 
awareness of personality problems. It was felt that 
these experiences might be utilized as part of a 
therapeutic program. The experience of “hitting 
bottom” has been much discussed in the Alcoholics 
Anonymous (A. A.) literature. It is at this time that 
the alcoholic addict is often susceptible to therapy. 
It was thought that these drugs might make the 
patient “hit bottom” artificially and thereby render 
him more amenable to psychotherapy. An attempt 
was made to enter into a psychotherapeutic rela- 
tionship with the patient and to delineate the main 
problemas. This phase lasted 2 to 4 weeks. The 
building up of adequate rapport was of critical 
importance, and on it largely depended the success 
or failure of the next phase. The patients were next 
given a single dose of LSD-25 or mescaline orally 
while in hospital. It was noted that alcoholics tend 
to be resistant to these drugs, and doses of 200 to 
400 meg. of LSD or 0.5 Gm. of mescaline were 
used. In addition to discussing with the patient 
problems leading to and arising out of his drinking, 
suggestions were made to the effect that he dis- 
continue the use of alcohol, but no attempt was 
made to arouse fear. Discussions were resumed 
during the next few days, and the patient was 
discharged. 


MEDICAL LITERATURE ABSTRACTS 


J.A.M.A., Dee. 13, 1958 


In some cases, follow-up psychotherapy was pos- 
sible; in most, however, further contact was made 
through A. A. The follow-up period ranged from 2 
months to 3 years. The average duration of the 
follow-up was one year. Many patients noticed a 
transient nausea half-hour to 2 hours after taking 
either drug. Three patients vomited, though not 
severely. The psychological effects varied greatly 
and persisted for an average of 8 or 9 hours. All 
patients felt well by the following day. Some of 
the patients showed mild abnormalities of the liver 
function tests. Yet these patients did not show an 
enhanced reaction to the drugs. Improvement was 
obtained in 12 of the 24 patients. In view of the 
refractory nature of the group, the results appear 
sufficiently encouraging to merit more extensive 
and controlled trials. 


Toxic Effects of Disulfiram Therapy with Two Case 
Reports. N. H. Rathod. Quart. J. Stud. Alcohol 19: 
418-427 (Sept.) 1958 [New Haven, Conn.]. 


The mode of action of disulfiram, which has been 
used in the treatment of alcoholism since 1948, is 
not completely understood, but it is postulated that 
many of the effects produced by the combination 
of disulfiram and alcohol in the body result from 
disulfiram interfering with the metabolism of ace- 
taldehyde. Its administration is thought to be con- 
traindicated in hypertension, pregnancy, diabetes 
mellitus, and diseases of the liver, kidneys, and 
thyroid. Side-effects associated with disulfiram 
therapy include fatigue, sleepiness, headache, diz- 
ziness, reduced vitality, and reduced potency. Toxic 
phenomena attributed to the drug have included 
initial tiredness, with subsequent disorientation, 
disinterestedness, loss of memory for recent events, 
anxiety, depression, paranoid equivalents, and rest- 
lessness. It is not clear, however, whether the toxic 
reactions are due to disulfiram entirely. 

The histories of 2 patients are presented, in each 
of whom toxic symptoms developed on 2 separate 
occasions while they were receiving disulfiram, 
and on each occasion these symptoms subsided 
when a placebo was substituted. At no time Jid 
the patients know what type of medication they 
were receiving. Similar toxic symptoms developed 
in both patients in spite of marked differences in 
physical state, personality, and duration of treat- 
ment. Neither of the patients had a family history 
of psychiatric illness, and even though both had 
suffered from adverse effects of alcohol, the symp- 
toms noted under disulfiram therapy showed little 
resemblance to those due to alcohol in the past. 
The second patient showed marked abnormality 
of the electroencephalogram while suffering from 
the effects of disulfiram, but this more or less 
cleared on clinical recovery. 

The toxic phenomena noted in these patients 
were similar to those mentioned above. They 
seemed exogenous in origin and of a toxic-confu- 
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sional nature with depressive features. Depersonal- 
ization phenomena, paranoid ideas, and persevera- 
tion were noted in individual episodes. The onset 
of the symptoms was insidious with a tendency to 
sudden exacerbation. The last symptoms to clear 
up were the memory disturbances and disorienta- 
tion. A significant point is that both patients had 
had delirium tremens in the past. This raises the 
question of whether persons who had not suffered 
from any functional and structural disorder of the 
brain would develop such symptoms when given 
disulfiram. This question cannot be answered. 


GYNECOLOGY & OBSTETRICS 


Some Observations on the Incidence of Pre- 
Eclampsia. I. MacGillivray. J. Obst. & Gynaec. 
Brit. Emp. 65:536-539 (Aug.) 1958 [London]. 


Preeclampsia is difficult to define. The patient's 
prepregnancy blood pressure should be known, or 
at least the pressure in the first trimester, that is, 
before preeclampsia has begun to affect it. This 
report is concerned with a study of the incidence 
of preeclampsia in booked primigravidas in the 
Aberdeen Maternity Hospital during the vears 
from 1948 to 1955. Since more than 90% of all 
Aberdeen primigravidas are confined in hospital, 
the group under review is fairly representative of 
all such patients in the city. A retrospective study 
of case records was used to study the influence of 
certain factors on the incidence of preeclampsia, 
with the following conclusions: 1. The condition is 
typically a disease of the primigravida, severe pre- 
eclampsia being about 15 times greater in a first 
than in a second pregnancy. 2. When the first preg- 
naney ends in abortion, the incidence of severe 
preeclampsia in the next pregnancy is only 2% 
compared with 6% in a primigravida. 3. Twin preg- 
nancy increases the incidence in a primigravida by 
5 times, and it is still high in a second pregnancy. 
4. Threatened abortion does not predispose to pre- 
eclampsia. 5. Stature and social class do not influ- 
ence the incidence. 6. The incidence of mild 
preeclampsia seems to be increased in primigravidas 
over 30 years of age. 


Treatment of Eclampsia: First Use of a Steroid 
Anesthetic, the 21-Hydroxypregnanedione Sodium 
Succinate: A Preliminary Note. G. Martini, A. Pesce 
and G. Rugiero. Minerva ginec. 10:511-514 (July 
15) 1958 (In Italian) [Turin, Italy]. 


Viadril (21-hydroxypregnanedione sodium succi- 
nate) produced complete remission of convulsions in 
5 patients with eclampsia, 2 of whom had previously 
been unsuccessfully treated with other anticonvul- 
sive drugs. A total dosage of from 4,000 to 5,000 mg. 
of Viadril was divided into several doses adminis- 
tered intravenously every 2 or 3 hours. The initial 
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dose of 500 mg., dissolved in 20 cc. of distilled 
water, was followed by doses of from 500 to 1,000 
mg. each. A hypnoanalgesic state, which developed 
10 minutes after the first administration of the drug 
and lasted 30 to 60 minutes, was followed by 
drowsiness of an hour or two duration. The pa- 
tients reacted to stimulus, though, and moved in 
bed, and some of them could talk. This state of 
semiconsciousness was an intermediate one be- 
tween physiological sleep and loss of sensation in 
anesthesia. Induction of this state reduced the 
cortical excitation; it produced a certain degree of 
hypnosis, amnesia, analgesia, and, ‘to a smaller ex- 
tent, hypotension. No toxic effects were observed 
either in the mothers or in the fetuses, and there 
was no evidence of cerebral damage caused by 
anoxia. Renal disorders associated with eclampsia 
changed insignificantly. Blood pressure decreased 
by 20 to 40 mm. Hg for a few hours; it returned to 
the initial level, however, unless the administration 
of the drug was repeated. The state of confusion 
disappeared when the patients were kept for a 
sufficient length of time in semihypnosis. It seems 
that Viadril reduced the state of high cortical and 
neurovegetative excitability as the cause of tonico- 
clonic convulsions. Therapy with detoxicating 
agents was instituted after remission of eclampsia. 


Cesarean Section for Cephalopelvic Disproportion 
After Previous Vaginal Deliveries. ]. B. Davila and 
G. Rivera-Ayala. Bol. Asoc. méd. Puerto Rico 50: 
243-248 (July) 1958 (In English) [Santurce]. 


Twenty-one thousand one hundred forty preg- 
nant women were delivered in the department of 
obstetrics of the San Juan City Hospital between 
1952 and 1957. Two hundred twenty-two women 
were delivered by cesarean section because of the 
presence of cephalopelvic disproportion. This 
group included 199 primiparas and 23 multiparas 
who had previously had 3 or more vaginal de- 
liveries. Of the babies of the 23 multiparas who 
were delivered by cesarean section, 19 were larger 
and weighed more than the largest baby previously 
delivered vaginally by the same mother; four babies 
were smaller and weighed less. The total length 
of labor in the preceding vaginal deliveries ranged 
from 2 to 27 hours, whereas the length of labor 
prior to cesarean section was between l'2 and 36 
hours. Of the 23 babies of mothers delivered vag- 
inally, 18 were in good condition at birth, 2 were 
born in poor condition and died on the second 
day, and 3 were stiilborn. Of the 23 babies of the 
same mothers delivered by cesarean section, 22 
were in good condition at birth, and 1 was still- 
born. The possibility of vaginal delivery does not 
depend only on the relationship of the head of the 
baby and the pelvis of the mother. In a woman 
who has delivered vaginally, subsequent pregnan- 
cies will not always end with a vaginal delivery. 


il 
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In one with a borderline pelvis, if the difference 
in weight of the 2 babies is only a few ounces, the 
previous heavier baby may have been born vaginal- 
ly in very poor condition, or dead, after a difficult 
labor. Also, presentation and position of the babies 
may be different, that is, occiput posterior or 
breech, and weight of the previous baby may have 
been incorrect. 

In determining the method of delivery (vaginal 
or cesarean section) to be used in a given case, in 
either a primipara or a multipara, the authors sug- 
gest the following scheme: (1) prenatal evaluation 
of the pelvis by vaginal examination and (2) evalua- 
tion of the pelvis if the patient has been in labor 
for 12 hours and has not delivered. For a multipara 
only they suggest: (1) evaluation of the pelvis as a 
routine when the woman is admitted to the labor 
room with a floating vertex or a malpresentation; 
(2) evaluation of the pelvis when the patient de- 
velops secondary inertia during labor; and (3) 
evaluation of the pelvis when she has been in labor 
for 15 or 30 minutes after full dilatation and has 
not delivered. X-ray pelvimetry is of value in 
evaluating the pelvis of a multipara with a floating 
vertex or a malpresentation. 


Examinations of the Menstrual Blood for Tubercle 
Bacilli in a Sanatorium for Pulmonary Tubercu- 
losis. G. Pickroth. Tuberkulosearzt 12:569-572 
(Sept.) 1958 (In German) [Stuttgart, Germany]. 


The diagnosis of tuberculosis of the internal 
female sex organs by examination of the menstrual 
blood has been improved considerably with the 
use of Niedner’s hematophor. This is an instrument 
made of fireproof glass which is easily inserted 
into the vagina. The blood is collected directly 
from the opening of the cervix and will not be 
mixed with any discharge of the vagina. Of 101 
women with pulmonary tuberculosis who were 
admitted to a sanatorium in Jena, Germany, only 
5 had known tuberculosis of the internal sex or- 
gans. Examination for the detection of tubercle 
bacilli in the internal sex organs was performed 
with the use of the hematophor in 56 of the 101 
patients (including the 5 mentioned above), while 
in the remaining 45 patients this type of examina- 
tion was not performed for various reasons. With 
the exclusion of the 5 patients with known tuber- 
culosis, the presence of Mycobacterium tubercu- 
losis in the menstrual blood was detected by cul- 
ture in 10 of the remaining 51 patients. The gyne- 
cologic findings were negative in 7 patients and 
insignificant in 3. Patients were given chemo- 
therapy only after withdrawal of the menstrual 
blood, in order not to interfere with the detection 
of tuberculosis, and in this way the rate of positive 
findings in the menstrual blood increased from 16 
to 20%. Since the tubercle bacilli in the internal 
sex organs may possibly spread to other organs in 
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the patient’s body, routine examination of the 
menstrual blood with the hematophor should be 
performed in sanatoriums for patients with pul- 
monary tuberculosis as an important aid in early 
diagnosis of tuberculosis of the internal sex organs. 


Possibility of Using a New Orally Administered 
Diuretic “Acetazolamide” in Edema of Pregnancy. 
C. Morra. Minerva ginec. 10:514-523 (July 15) 1958 
(In Italian) [Turin, Italy]. 


The author investigated the diuretic action of 
acetazolamide in women with normal pregnancy 
and in pregnant women with edema of pregnancy 
in order to evaluate its application in those in 
whom edema of pregnancy is the only symptom or 
in whom edema is associated with other disorders 
of pregnancy (albuminuria and hypertension). Acet- 
azolamide was given orally to 16 hospitalized 
primigravidas, divided into 3 groups. One group 
consisted of 6 women with normal pregnancy; the 
second group consisted of 6 pregnant women with 
edema of pregnancy; the third group consisted of 
4 pregnant women, in whom edema of pregnancy 
was associated with albuminuria and hypertension. 
A total dosage of 1,500 mg. of acetazolamide, di- 
vided into 4 equal doses, was administered orally 
to the patients for 4 consecutive days. Urine and 
blood samples were taken the day before and 40 
hours after the beginning of the drug therapy. 
Women of the first group were kept on a standard 
diet for pregnant women, whereas the others were 
kept on a diet low in sodium. Diuresis increased 
only slightly and for a short period of time in 
women with normal pregnancy. The excretion of 
potassium, and to a higher degree of sodium, was 
proportionally higher than the elimination of wa- 
ter; on the 4th day of treatment the excretion was 
only slightly higher than before the onset of the 
drug therapy. It thus became obvious that the body 
tended to spare and to accumulate water. The body 
weight of the patients fell insignificantly during 
this period. 

Increase of diuresis was considerable and was 
prolonged in time in women with edema of preg- 
nancy (groups 2 and 3). Elimination of water and 
of salts was proportional to their absorption by 
the organism before the drug therapy. Diuresis 
reached the highest level on the first day of ad- 
ministration of acetazolamide to women with 
edema of pregnancy, and it remained at high level 
for several days. On the 4th day of therapy diuresis 
decreased slightly and would have continued for 
several days after the withdrawal of acetazolamide 
if complete relief of edema had not been obtained 
during the therapy. The elimination of sodium in 
patients with edema alone or edema associated 
with other symptoms (croups 2 and 3) was, in terms 
of percentage, higher than the elimination of wa- 
ter, and it reached its highest level on the second 
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day of drug therapy. Blood acidosis started to rise 
gradually from the Ist to the 4th day of treatment 
with acetozalamide, but it never reached an alarm- 
ing level. Patients with edema of pregnancy lost 
2 to 5 kg. (5 to 11 Ib.) in weight after 5 days of 
therapy. The most advantageous features of acet- 
azolamide therapy in patients with edema of 
pregnancy appeared to be a prompt, efficacious, 
and profuse elimination of both water and sodium 
and the absence of toxic effects on the renal tubules. 


An Evaluation of Chlorothiazide in the Treatment 
of Edema in Pregnant Women. L. C. Chesley and 
L.. Uichanco. Am. J. Obst. & Gynec. 76:467-472 
(Sept.) 1958 [St. Louis]. 


A new diuretic sulfonamide, chlorothiazide 
(6-chloro-7-sulfamyl-1,2,4  benzothiadiazine -1,1- 
dioxide), was given to 7 hospitalized pregnant 
women with edema. The patients treated had been 
in bed most of the time and on a low-sodium diet 
for at least 4 days before administration of the 
drug was started. They were then given 1 Gm. of 
chlorothiazide per day in 2 divided doses, one in 
the morning and the other in the early evening, 
for 6 consecutive days. Chlorothiazide increased 
the sodium excretion in 6 of the 7 patients studied, 
although drug resistance developed progressively 
within a few days. When treatment with the drug 
was restarted after a 3-day rest, natruresis again 
occurred in 3 patients. All 7 patients had already 
lost weight on treatment by bed rest and dietary 
sodium restriction alone, which had preceded the 
treatment with chlorothiazide. The good diuretic 
effect of this previous treatment was also shown by 
the negative sodium balance still present in the 
patients when the administration of chlorothiazide 
was started. These observations suggest that chloro- 
thiazide stimulates sodium and chloride excretion 
in pregnant edematous women after the major 
diuretic effect has been achieved by bed rest and 
iow-sodium diet. 


PEDIATRICS 


Antibacterial Activity of Serum After Oral Doses 
of Triacetyloleandomycin, Erythromycin, Potas- 
sium Penicillin V and Penicillin V. C. M. Kunin, 
C. V. Pryles and M. Finland. Pediatrics 22:422-431 
(Sept.) 1958 [Springfield, I1.]. 


Eight normal young men, ranging in body weight 
from 70 kg. (154 Ib.) to 105 kg. (232 Ib.), were given 
in a double, Latin-square rotation an oral dose of 
500 mg. of 4 preparations, i. e., pressed tablets of 
penicillin V, similar tablets of potassium penicillin 
V, coated tablets of erythromycin, and capsules of 
triacetyloleandomycin. These were taken 3 or 4 
days apart, each with a glass of water a half-hour 
to one hour before breakfast, and serum was ob- 
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tained from each patient before and 1, 2, 5, and 8 
hours after each dose. All serums collected on each 
day were assayed simultaneously for activity 
against Streptococcus 98, Staphylococcus 209 P, 
and a_ penicillin-resistant strain, Staphylococcus 
400. In a second study, 30 children, between the 
ages of 2% and 13 years, ranging in body weight 
from 11 kg. (25 Ib.) to 20 kg. (44 Ib.), were divided 
into 3 comparable groups of 10. The first group 
was given a suspension of crystalline erythromycin 
ethyl carbonate, the second received a suspension 
of triacetyloleandomycin, and a suspension of peni- 
cillin V was administered to the third. Doses of 25 
mg. per kilogram of body weight were given every 
8 hours, and serums for assays were obtained from 
all 30 children before and 2 and 8 hours after the 
first dose, and from some on the morning of the 
4th day. These serums were all tested for antibac- 
terial action against Streptococcus 98 and Staphyl- 
ococcus 209 P. 

Triacetyloleandomycin produced antistreptococ- 
cic and antistaphylococcic activity in the serums of 
the normal men and of the children comparable 
to that produced by equivalent amounts of the 
erythromycin preparations used. The better and 
more rapid absorption of doses of potassium: peni- 
cillin V given orally, as compared with acid peni- 
cillin V, was confirmed. It was also shown that 
penicillin V, either as the acid or as the potassium 
salt, produced significantly higher peak levels of 
antibacterial activity than either erythromycin or 
triacetyloleandomycin. 


Avitaminosis E in Cystic Fibrosis of the Pancreas: 
A Morphologic Study of Gastrointestinal and 
Striated Muscle. W. A. Blanc, J. D. Reid and D. H. 
Andersen. Pediatrics 22:494-506 (Sept.) 19558 
[Springfield, IIl.]. 


The authors examined for the presence of ceroid 
pigment the routine hematoxylin-and-eosin-stained 
sections of the gastrointestinal tract of 151 children 
with cystic fibrosis of the pancreas, who had died 
and on whom autopsies were performed. For con- 
trol purposes, a similar survey was made of 50 
appendixes removed from otherwise normal chil- 
dren, who were above 10 years of age, and of 
autopsy material obtained from 392 children with- 
out pancreatic deficiency, cirrhosis of the liver, or 
biliary atresia. Fragments of striated muscle ob- 
tained from 68 of the 151 children with cystic 
fibrosis of the pancreas were studied likewise. A 
diffuse deposition of ceroid pigment was found 
consistently in the smooth-muscle layers of the 
gastrointestinal tract of children with cystic fibrosis 
of the pancreas. The deposition was first seen in 
children in the 2nd year of life and was frequently 
extensive in those in the 4th year. It was found in 
all patients 5 years of age and older, and the 
amount of ceroid pigment had increased. It has 
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not been observed in other pediatric conditions, 
with the exception of biliary atresia and cirrhosis 
of the liver. Extensive deposit of ceroid pigment 
probably represents an expression of prolonged 
and severe vitamin E deficiency, related to pro- 
tracted malabsorption of fat-soluble tocopherols. 

Only rare instances of changes in the striated 
muscles were observed in the children with cystic 
fibrosis of the pancreas. These changes were in- 
constant and did not appear to be part of a general- 
ized process. They did not bear any relation to the 
age of the patient, the severity of the disease, and 
the amount of ceroid pigment deposited in the 
smooth muscles. 


Cloaca with Non-adrenal Female Pseudoherma- 
phrodism. W. K. Sieber and R. Klein. Pediatrics 
22: 472-477 (Sept.) 1958 [Springfield, I1.]. 


The authors report on 2 infants who had pre- 
viously unreported urogenital anomalies. Both pa- 
tients were females with pseudohermaphroditism of 
nonadrenal origin who had persistent cloacae. This 
rare combination of anomalies was recognizable 
clinically. The causation of the anomalies is un- 
known. If the diagnosis is made promptly, surgical 
correction may possibly prevent serious renal dam- 
age. It would seem that the surgical approach to 
this anomaly would be a vaginal-type, pull-through 
operation in which the vagina would be transposed 
anteriorly behind the clitoris. This procedure was 
contemplated in the second infant and was actually 
performed on the first. The obstruction of the 
upper portion of the urinary tract was a constant 
problem in both patients and may have been an 
indirect cause of death in the second patient. The 
first patient has urinary incontinence and reduced 
renal function but is alive at 6 vears of age. 


DERMATOLOGY 


Acute Peptic Ulcer After Triamcinolone Therapy: 
Report of Three Cases. C. H. Brown and J. R. 
Haserick. A. M. A. Arch. Dermat. 78:289-292 (Sept.) 
1958 [Chicago]. 


The role of steroids in the pathogenesis of peptic 
ulcer is not clear. In a small percentage of patients 
the development of peptic ulcers, both gastric and 
duodenal, has been an unfortunate sequela of 
steroid therapy. No matter which cortisone or cor- 
tisone-like drug is used, the incidence of ulcer does 
not seem to vary. In general, peptic ulcer develops 
more frequently in patients who have been given 
large doses of steroids for relatively long periods 
of time. It has been the authors’ experience that 
the majority of patients in whom “steroid ulcers” 
develop have previously had peptic ulcers or have 
some other contributing condition, such as duo- 
denal stasis associated with mesenteric root com- 
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pression. The authors, and also other workers, have 
been able to give steroids safely to patients who 
have previously had peptic ulcers by combining 
simple ulcer treatment with steroid therapy, and 
patients so treated have had no recurrence of the 
ulcers. Various workers have reported a low inci- 
dence of peptic ulcers in patients receiving triam- 
cinolone (Aristocort). 

The occurrence of an acute duodenal ulcer in 
one patient within a short time after the start of 
treatment with small doses of triamcinolone and 
the development in 2 other patients of ulcer asso- 
ciated with triamcinolone therapy seem to be of 
interest. The first patient, a 41-year-old man, had 
had psoriasis for 12 years. He had no gastroin- 
testinal symptoms when first admitted to the Cleve- 
land Clinic Hospital, nor did his history reveal any 
ulcer or digestive disease. Typhoid vaccine was 
administered intravenously, and he was instructed 
to follow the Goeckerman regimen. Improvement 
in his psoriatic condition resulted from this treat- 
ment, and he was discharged from the hospital 
Four and one half years later in acute flare-up of 
the psoriasis led to the use of triamcinolone in 
treating this patient. Twenty-one days later he 
passed 2 tarry stools and complained of having had 
intermittent, recurrent epigastric pain for several 
days. He was then readmitted to the hospital for 
diagnosis and treatment. Palpation of the abdomen 
disclosed localized tenderness that was restricted 
to a small area in the epigastrium and the right 
upper quadrant. No masses were palpated, and 
there was no muscle spasm. The other physical 
findings, including those of the heart, lungs, and 
rectum, were normal. Roentgenograms after barium 
swallow showed the esophagus and the stomach 
to be normal. There was a slight deformity of the 
duodenal bulb, and a large ulcer crater was visible 
on the posterior wall of the bulb. The epigastric 
pain disappeared within 24 hours after ulcer ther- 
apy was instituted, although the patient surrepti- 
tiously continued to take 8 mg. of triamcinolone 
daily for one week. The rapidity with which ulcer 
developed with small doses of this drug suggest 
that in this patient the steroid may have been 
ulcerogenic. Symptoms of ulcer did not appear in 
the other 2 patients until 6 weeks after the start of 
triamcinolone treatment. 

This experience suggests that the same precau- 
tions against ulcer should be taken with triam- 
cinolone as with other steroids. Any patient who 
has had an ulcer should follow at least a simple 
ulcer program while under treatment with steroids. 
Many patients with steroid ulcers do not present 
the classic symptoms of peptic ulcer but rather 
those of the complications of ulcer, such as massive 
bleeding or perforation or both. The possibility 
that a peptic ulcer that is symptomatically atypical 
may occur in patients treated with steroids should 
be kept in mind. 
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Oral Treatment of Keloids. E. W. Kelly Jr. and H. 
Pinkus. A. M. A. Arch. Dermat. 78:348-352 (Sept.) 
1958 [Chicago]. 


A form of systemic therapy for keloids, which 
would be free from the drawbacks of the corti- 
costeroids and which would make it possible to 
avoid the disagreeable features and shortcomings 
of local injections, surgery, or irradiation, would 
be highly desirable. Experience with tetrahydroxy- 
quinone (THQ) in 45 consecutive patients has 
shown that this drug may cause some regression 
in keloids of as much as 40 years’ duration and 
may produce complete resolution in some younger 
lesions. It relieves the pain and pruritus often as- 
sociated with keloids promptly, but the objective 
regression of the lesion is slow. No side-effects or 
untoward reactions have been observed, and the 
drug has been proved nontoxic in animal experi- 
ments in which enormous doses were used. The 
only undesirable reaction encountered has been 
the occasional local breakdown of keloid tissue 
accompanied by the discharge of necrotic material. 
This apparently results from the softening of the 
tissue around old devitalized collagen bundles and 
is actually a sign of effectiveness of the treatment. 
The action of THQ is selective. Biopsy specimens 
from the normal skin of persons under treatment 
with THQ showed none of the changes seen in the 
treated keloid. The question, therefore, arises: 
What is it in the keloid that is controlled by this 
redox-active drug? Alteration of redox potentials in 
the tissue is a possibility. Action on enzyme sys- 
tems seems another. The enzymes of the dermis 
have not been studied to any great extent by histo- 
chemical means. In a few preliminary studies, the 
authors observed esterase-positive granules in mast 
cells. Investigation of the changes that may occur 
in the dermal enzymes during treatment with THQ 
would apparently be worthwhile and might help to 
explain its favorable effect on keloids. 


Cutaneous Reactions Due to Sulfamethoxypyrida- 
zine. D. G. Lindsay, I. Prlina, A. J. Bischoff and 
S. W. Becker Sr. A. M. A. Arch. Dermat. 78:299- 
303 (Sept.) 1958 [Chicago]. 


Cutaneous reactions, ranging from mild erup- 
tions to severe generalized dermatitis, appeared 
in 6 of 55 hospitalized patients and in 7 of 30 
ambulatory patients, all of whom were being given 
sulfamethoxypyridazine (SMPZ). This drug, which 
has been found effective in patients with urinary 
tract infection, is readily absorbed from the gastro- 
intestinal tract and is slowly excreted in the urine. 
Its antibacterial effectiveness is comparable to that 
of sulfadiazine. The occurrence of erythematous 
maculopapular dermatitis after its administration, 
therefore, seems to be of interest. The previous 
administration of sulfonamides apparently does not 
influence the incidence of reactions, but it does 
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seem to determine the time of their onset. In gen- 
eral, if a reaction is going to occur, it will appear 
within 1 to 5 days in patients who have previously 
received sulfonamides, whereas in those not pre- 
viously given sulfonamides the reaction often ap- 
pears on about the l4th day. In 5 of the 13 patients 
with toxic reactions to SMPZ, the dermatitis ap- 
peared in about 2 weeks. Four of these patients, 
all of whom had received 1 Gm. or more of the 
drug daily, gave no history of previous treatment 
with sulfonamides. In 6 other patients, 4 of whom 
had previously taken sulfonamides, the reactions 
developed in less than 7 days. Dermatitis appeared 
in the remaining 2 patients, neither of whom had 
previously been given sulfonamides, 9 days and 42 
days, respectively, after they began to take 1 Gm. 
of SMPZ daily. The occurrence of untoward reac- 
tions is apparently related to the amount of the 
dose in some patients, but not in all. Thus, only 2 
of the 30 patients receiving 0.5 Gm. daily showed 
an untoward reaction, as compared with 11 of the 
55 patients receiving 1 Gm. or more a day. 

Daily serum SMPZ determinations did not show 
a gradual increase with time at a constant dosage 
but averaged about 10 mg. per 100 cc. in patients 
taking 1 Gm. daily and about 5 mg. per 100 cc. in 
those taking 0.5 Gm. daily. There were wide varia- 
tions from these mean values, however; no correla- 
tion could be made between the occurrence of re- 
actions and the serum SMPZ levels because of an 
insufficient number of determinations. To prevent 
severe reactions, sulfonamide therapy should be 
stopped at the first sign of trouble. Most of the 
reactions in these patients were mild, but in 1 of 
the 2 patients who received the largest total dos- 
age the dermatitis became so severe and extensive 
that he appeared moribund 6 days after its onset. 
Vigorous treatment with corticosteroids (hydrocorti- 
sone, corticotropin, and prednisolone) and antibi- 
otics (penicillin and streptomycin) eventually over- 
came the reaction, and by the time the patient was 
discharged from the hospital, 6 weeks after the 
dermatitis appeared, all the skin lesions had healed. 


Changes in the Skin as a Result of Electric Cur- 
rent. L. H. Winer and G. H. Levin. A. M. A. Arch. 
Dermat. 78:386-390 (Sept.) 1958 [Chicago]. 


Clinically, electric burns can vary in degree 
from a superficial erosion to a charred, bullet-hole- 
like wound. The histopathological changes in the 
epidermis are striking. Noteworthy are (1) the pro- 
duction of bundles of vacuolated spindle-shaped 
cells, (2) the separation of epidermis from cutis, (3) 
coagulation of collagen of the cutis, (4) cavity for- 
mation in the cutis and deposition of nests of epi- 
dermal cells, and (5) retention of hair follicles. The 
absence of cellular inflammatory reaction is re- 
markable. These changes were evident in a speci- 
men removed from a 20-year-old youth who died 
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after accidental electrocution by 5,000 volts of 
high-tension electric current. The skin lesion was 
3 in. in diameter on the forearm and was charred. 
The specimen removed for microscopic examina- 
tion was sectioned and stained with hematoxylin 
and eosin. It was denuded of epidermis. The con- 
nective tissue fibers in the cutis were fused to- 
gether in a solid mass which stained dark red. The 
blood vessels within this mass were thrombosed, 
and in some areas free hemorrhage occurred into 
large cavities of the dermis. Elastic resorcin stain- 
ing revealed an intense increase in elastic-like fibrils 
which were definitely fragmented. On Mallory 
staining, the degenerated collagen, in its more 
superficial areas, was dark red; deeper in its mid- 
portion it was violet; and in its depths, just above 
the fatty tissue, it stained its normal blue color. 
The replacement of the normally blue-staining col- 
lagen with red-staining fibers supports the assump- 
tion that the electric current produced a large mass 
of elastic fibers. This increase in elastic fibers, 
together with degeneration of the collagen, is note- 
worthy because it is not seen in pure thermal burns. 
Moreover, the elastic fiber increase probably ac- 
counts for the soft, noncontractible scar with which 
electric burns heal. 


OPHTHALMOLOGY 


A Report on the Attempted Isolation of the Virus 
of Trachoma. C. H. Smith, M. J. Gilkes and J. Sowa. 
Brit. J. Ophth. 42:461-472 (Aug.) 1958 [London]. 


The authors report on various attempts made to 
isolate the virus of trachoma in Jordan and Gambia, 
where the disease is endemic and a large propor- 
tion of the population is infected, and in London, 
where occasional cases were observed in the out- 
patient departments of Moorfields Hospital in pa- 
tients who had been infected before arriving in 
England. Specimens for isolation of the virus were 
taken from the conjunctiva of the infected persons 
by means of a spatula made from aluminum wire. 
It proved impossible to isolate trachoma virus in 
HeLa cells, conjunctival cells, mice, or chick em- 
bryos. Although there was some delay between 
the taking of scrapings and the inoculation into 
animals or tissue cultures, it seems unlikely that 
time alone was sufficient to inactivate the inoc- 
ulums. It is possible that the virus was not cyto- 
pathogenic or inclusion-producing in tissue culture 
or that it was incapable of entry into the cells of 
the culture. It may also be possible that the inclu- 
sions found in superficial cells represented an “in- 
complete” viral form, the limited metabolism of 
these superficial cells preventing complete develop- 
ment of the virus. The administration of antibiotics 
to the patients from whom the specimens for isola- 
tion of the virus were obtained might have in- 
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creased the difficulties of isolation of the virus in 
tissue cultures. Viruses do not always multiply in 
the tissue apparently most closely resembling that 
from which they are isolated; thus, cytomegalic 
inclusion virus grows in fibroblasts, and certain 
enteric cytopathogenic human orphan (ECHO) 
viruses from human sources will not multiply in 
human cells. Hence, it may be necessary to obtain 
completely fresh cell lines, and this would seem to 
be one of the most fruitful approaches to the prob- 
lem of isolating the trachoma virus. 


Retrolental Fibroplasia in Association with Mental 
Defect. C. E. Williams. Brit. J. Ophth. 42:549-557 
(Sept.) 1958 [London]. 


Retrolental fibroplasia is a major cause of blind- 
ness in premature children. The incidence of men- 
tal defect in premature children has been variousl\ 
estimated as between 4 and 10%. The incidence of 
severe mental defect in children with retrolental 
fibroplasia has varied from 10 to 40% in different 
investigations. The author was able to review the 
admissions to and the discharges from the Sunshine 
Homes over the past 10 years. These homes admit 
about one-third of the blind children in England 
and Wales for care and early training. At least 50% 
of the children discharged from the Sunshine 
Homes as “ineducable” between 1950 and 1956 
suffered from retrolental fibroplasia. The author 
found that, of a total of 24 children with retrolental 
fibroplasia, 23 had been born prematurely. A_his- 
tory of being nursed in oxygen tents was available 
for 18 of them; for 4 there was no such history, 
but they were born at a time when it was routine 
to nurse premature infants in high concentrations 
of oxygen; and 1 child received oxygen by nasal 
catheter at meal times. The one child with retro- 
lental fibroplasia who had not been born prema- 
turely had not received oxygen; in this child the 
etiology remained unexplained. The degree of 
mental defect was not related to the duration of 
oxygen therapy. There were no cases of cerebral 
palsy in the series, but 2 children had congenital 
heart lesions and in 6 children there was a history 
of antepartum hemorrhage during the mother’s 
pregnancy. The incidence of mental defect in cases 
of retrolental fibroplasia appears to be greater than 
could be explained by the factor of prematurity. 


THERAPEUTICS 


Chloropropamide: A New Hypoglycaemic Agent. 
I. Murray, M. J. Riddell and I. Wang. Lancet 
2:553-554 (Sept. 13) 1958 [London]. 


The results obtained by giving chlorpropamide 
[N-propyl-N-(p-chlorobenzene sulfonyl) urea], a 
new preparation, to 43 patients showed it to be an 
effective oral hypoglycemic agent in the treatment 
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of diabetes. Its action, however, like that of similar 
drugs, is somewhat unpredictable. The patients 
selected for this trial were essentially of the type 
considered most suitable for oral therapy, i. e., 
they had had diabetes for less than 10 years, were 
over 40 years old, and had taken insulin, if at all, 
for not more than 2 vears. Only 2 patients were 
obese, although 17 others had been so. Diet alone 
had not controlled the diabetes sufficiently. The 
initial dose of chloropropamide as in the authors’ 
original investigation of carbutamide, was 1 Gm. 
daily at breakfast, but no loading dose was given 
in the first 2 days of treatment. The response to 
this dose of 1 Gm. daily was satisfactory in 28 of 
the 43 patients treated. These 28 patients, who 
constituted the successes, were similar as a group 
to the remaining 15, who were the failures, except 
that ketonuria had previously been noted in 4 
27%) of the failures as compared with only 1 (4%) 
of the successes. In the successes, a satisfactory 
response was evident generally by the 2nd or the 
3rd day and always within 7 days (mean, 3.2 days), 
all 3 of the daily urine tests being recorded as 
“blue” or, at worst, showing an occasional trace 
(0.25%). Some of the patients had previously re- 
ceived carbutamide or tolbutamide. Comparison of 
the results obtained by the use of these drugs with 
those obtained by the use of chlorpropamide pro- 
duced the impression that chloropropamide is 
somewhat less potent than carbutamide, but defi- 
nitely more potent than tolbutamide. 

The dose of chlorpropamide was increased in 5 
patients who did not respond well to 1 Gm., 4 re- 
ceiving 2 Gm. daily and 1 receiving 3 Gm. The 
increased dosage resulted in satisfactory control in 
3 of these patients, but since the possibility of side- 
effects makes the administration of more than 1 
Gm. of chlorpropamide a day inadvisable, these 
cases were listed as failures. No serious toxic 
effects were noted, nor was there any evidence of 
either leukopenia or thrombocytopenia, but 7 pa- 
tients suffered from nausea (insufficient to call for 
abandonment of treatment); 1 had a diffuse ery- 
thematous rash; and 1 showed drowsiness unac- 
companied by hypoglycemia. The occurrence of 
these side-effects, which appeared in 4 cases after 
the dosage had been increased to 2 Gm., suggests 
that the dose should not exceed 1 Gm. daily and 
that smaller doses should be used when possible. 
Satisfactory results have already been obtained 
with 0.5 Gm., but further experience is required 
before the best dosage can be decided on. Provi- 
sionally, treatment may be begun with a single 
dose of 1 Gm. a day, to be reduced to the lowest 
level found effective as soon as a good result is 
obtained. 
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Leukocyte Sedimentation Rate in Patients with 
Lymphosarcoma, Reticulosarcoma and Malignant 
Lymphogranuloma. L. Bellesia, E. Lusvarghi and 
C. Pasquinelli. Minerva med. 49:2856-2861 (July 
21) 1958 (In Italian) [Turin, Italy]. 

The authors studied the leukocyte sedimentation 
rates, according to the technique devised by Storti, 
in 58 patients with either lymphosarcoma, reticulo- 
sarcoma, or Hodgkin's disease. The patients were 
divided into 2 groups; one group had _ previously 
been given chemical or roentgen-ray antineoplastic 
therapy, but the other had not. Of the 38 patients 
in the latter group, 12 had either lymphosarcoma 
or reticulosarcoma, and 26 had Hodgkin's disease. 
Hodgkin's disease was in remission in 13 patients 
and in the process of first manifestation or reactiva- 
tion in the remaining 13. Of the 20 patients who 
were receiving chemical or roentgen-ray treatment 
at the time of this study, 10 had either lymphosar- 
coma or reticulosarcoma, and 10 had Hodgkin's 
disease. The leukocyte sedimentation rates were 
within normal values and the Katz formula levels 
were increased among the patients with lympho- 
sarcoma or reticulosarcoma who had not previously 
received antineoplastic therapy. These values varied 
similarly among the patients with Hodgkin's dis- 
ease, both the leukocyte sedimentation rates and 
the Katz formula levels being within normal limits 
when the disease was subsiding and being elevated 
when the disease was in progress or in process of 
reactivation. The leukocyte sedimentation rates, 
unlike the Katz formula levels, did not change in 
patients with either lymphosarcoma or reticulosar- 
coma who were receiving chemical or roentgen-ray 
antineoplastic treatment. At the end of treatment, 
though, the leukocyte sedimentation rates returned 
to within physiological limits at a rate similar to, 
or slightly faster than, the Katz formula levels in 
patients with Hodgkin's disease in progress or in 
process of reactivation. 

The leukocyte sedimentation rate seems to have 
a diagnostic value in differentiating lymphosarcoma 
and reticulosarcoma from Hodgkin's disease. This is 
particularly true during the first manifestation of 
the disease and when a diagnostic biopsy yields 
little information. The error in establishing a cor- 
rect differential diagnosis by the leukocyte sedi- 
mentation rate varied within a margin of 5%. The 
high leukocyte sedimentation rate in Hodgkin’s dis- 
ease during the first manifestation or reactivation 
of the disease and the presence of a normal level 
when the symptoms of the disease are in remission 
are reliable clinical aids for differentiating the re- 
activated from the dormant phase of the disease. 
The erythrocyte sedimentation rate also serves well 
as a test, although its level, unlike that of the leuko- 
cyte sedimentation rate, may be affected by the 
presence of anemia or of an imbalance in the serum 
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protein level. The leukocyte sedimentation rate can 
be useful during chemical or roentgen-ray anti- 
neoplastic treatment of Hodgkin’s disease. A high 
leukocyte sedimentation rate at the termination of 
a course of antineoplastic treatment would suggest 
continuation of the treatment. If the leukocyte 
sedimentation rate returns to normal limits in the 
course of antineoplastic treatment, it may be ad- 
vantageous to withdraw the specific treatment. 
since it has reached the useful therapeutic dosage. 


Hypertensive Vascular Disease as a Consequence 
of Increased Arterial Pressure: Quontitative Study 
in Rats with Hydralazine-Treated Renal Hynerten- 
sion. G. M. C. Masson, L. J. McCormack, H. P. 
Dustan and A. C. Corcoran. Am. J. Path. 34:817-833 
(Sept.) 1958 [Ann Arbor, Mich.]. 


The quantitative associations between levels of 
arterial blood pressure and the occurrence and 
character of hypertensive vascular lesions (myo- 
cardial, mesenteric, and pancreatic) were tested in 
rats subjected to partial renal infarction and uni- 
lateral nephrectomy. The levels of blood pressure 
were controlled by the administration of hvdrala- 
zine in drinking water. This mode of administration 
of the drug was found to secure stable control of 
blood pressure at normal levels in most animals. In 
experiments of short duration (7 to 14 days), acute 
vascular lesions were found in the majority of 
animals with untreated hypertension. These were 
largely prevented by maintenance of blood pres- 
sure within a normal range and, when they had 
been allowed to develop, were found to lose their 
acute characteristics when remission of hyperten- 
sion was induced by hydralazine. A similar sequence 
was established in experiments of longer duration 
(1 to 2 months). The latter experiments also showed 
that control of renal hypertension by a drug for 
one month did not prevent the onset of severe 
hypertension and vascular lesions when the drug 
was withdrawn. The data demonstrated a close 
association between blood pressure levels and the 
presence and character of the vascular lesions. The 
observations confirm the view that mesenteric 
“arteritis” of rats with hypertension is in fact an 
expression of hypertensive vascular disease. 

The sensitivity of the renal vascular bed _ to 
hypertension was demonstrated in a group of 
hypertensive, hydralazine-treated rats which 
showed slight extrarenal vascular alterations but, 
in some cases, severe and apparently progressive 
lesions in renal vessels. In accordance with previous 
clinical observations, treatment of renal hyperten- 
sion in rats did not restore heart size to normal. 
On the contrary, continuous treatment with hydra- 
lazine in doses sufficient to prevent the onset of 
hypertension was found to increase heart size, 
presumably as a result of increased heart rate 
and output. 
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RADIOLOGY 


Angiocardiographic Features of the Bland-White- 
Garland Syndrome. E. K. Lang, L. A. Phillips and 
J]. G. Mcafee. Am. J. Roentgenol. 80:381-393 (Sept.) 
1958 [Springfield, I1.]. 


Anomalous origin of the left coronary artery 
from the pulmonary artery (Bland-White-Garland 
syndrome) has been recognized clinically with in- 
creasing frequency in recent years. All 62 patients 
with this condition, whose cases were collected 
from the literature, died. Of the 62 patients, 50 
were infants and 12 were adults. The anomaly in- 
volved the left coronary artery in 44 infants and 
both coronary arteries in 6 infants. In 9 adult pa- 
tients the anomaly involved the left coronary ar- 
tery, and in only 3 the rieht coronary artery. In the 
adult patients the anomalous origin of the coronary 
arteries either was an incidental postmortem find- 
ing or was observed at autopsy in those who died 
suddenly without preceding symptoms. Chest roent- 
genograms were obtained in 24 of the 44 infants, 
and they showed marked cardiac enlargement with 
left ventricular preponderance. 

The authors report on 4 infants with proved 
anomalous origin of the left coronary artery in 
whom a characteristic picture was found on angio- 
cardiography. The anciocardiographic findings in 
these patients suggest that, with the intravenous 
injection of a radiopaque material, visualization of 
all the cardiac chambers is good despite the marked 
cardiac enlargement and slow circulation time, be- 
cause of the absence of intracardiac shunts. The 
right chambers are usually normal in size, but the 
right ventricle is often displaced to the right and 
compressed anteriorly against the sternum by the 
grossly enlarged left ventricle. The posterior and 
left margins of the right ventricle are rendered 
concave by the bulging ventricular septum. The 
pulmonary artery and its branches usually appear 
normal. Opacification of the left coronary artery 
from the pulmonary artery is not seen. The left 
atrium may be normal or slightly enlarged; more 
marked degrees of enlargement should suggest 
mitral stenosis. It is often displaced to the right 
and superiorly by the large left ventricle. It may 
be rotated so that its left side is higher than the 
right. The left ventricular chamber usually re- 
mains opacified for a prolonged period because of 
its huge size and because of the slow circulation 
time. When rapid serial roentgenograms are ob- 
tained at the rate of 4 to 6 frames per second, the 
absence of effective systolic contractions is ap- 
parent. The hypertrophied left ventricular wall is 
seen at the base of the heart in the anteroposterior 
views, and in the ventricular septum in the lateral 
views. In contrast, the apical region shows marked 
thinning of the wall; its actual measurement in the 
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roentgenogram does not exceed 2 or 3 mm. As a 
result of this thinning, the opacified left ventricular 
cavity develops a rather pointed and _ localized 
bulge at the apex. The aorta appears normal. Dif- 
ferential diagnosis between the Bland-White-Gar- 
land syndrome and other conditions producing left 
ventricular enlargement in infants can usually be 
made angiocardiographically by the characteristic 
thinning of the myocardium near the apex and by 
the absence of pulsation of the huge left ventricle. 

Three of the 4 infants in the authors’ series died, 
but cardiopneumopexy with phenol de-epicardial- 
ization and tale poudrage saved the life of the 4th 
patient, in whom the clinical findings, in conjunc- 
tion with the angiocardiogram and the electro- 
cardiogram, established the diagnosis of anomalous 
left coronary artery arising from the pulmonary 
artery. The characteristic picture found on angio- 
cardiography in the 4 infants promises to be a 
valuable adjunct in diagnosis. 


The Role of Aortography in the Determination of 
Operability in Arteriosclerosis of the Lower Ex- 
tremities. E. J. Wylie and L. Goldman. Ann. Surg. 
148:325-342 (Sept.) 1958 [Philadelphia]. 


With increasing interest in the surgical treatment 
of peripheral arteriosclerosis, there have been nu- 
merous inquiries concerning the place that aorto- 
graphy should occupy in the preoperative evalua- 
tion of patients presenting clinical manifestations 
of chronic arterial occlusive disease in the lower 
extremities. The 3 issues upon which attention has 
been focused involve the extent to which aorto- 
graphy may supplement clinical findings, the prac- 
tical value of such information, and the complica- 
tions that aortography may cause. To clarify these 
issues, the authors reviewed the records of 500 
patients with arteriosclerotic obstruction involving 
arteries supplying the lower extremities, on whom 
aortography was performed. The site of injection 
was the upper abdominal aorta in 290 patients and 
the lower abdominal aorta in 210 patients. The 
lower level has become the site of choice for all 
studies except those in which clinical findings have 
indicated thrombosis of the abdominal aorta. Simul- 
taneous injection through two 17-gauge needles 
permitted the rapid introduction of an adequate 
bolus of the medium, thus eliminating the possi- 
bility of hemorrhage that might have occurred if 
a single needle of larger caliber had been used. It 
was found that aortography added surgically sig- 
nificant supplementary information to the purely 
regional localization of arterial occlusion that had 
been determined by prior clinical examination. The 
information obtained proved valuable in the final 
determination of operability and in the selection 
of the site and method of operation. 
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An Outbreak of Pharyngoconjunctival Fever 
Caused by Types 3 and 4 Adenovirus at Waalwijk, 
The Netherlands. J. van der Veen and G. van der 
Ploeg. Am. J. Hyg. 68:95-105 (Sept.) 1958 [Balti- 
more]. 

This report is concerned with a localized epi- 
demic of pharyngoconjunctival fever in The Neth- 
erlands in 1957. The outbreak occurred at Waalwijk. 
a town with a population of about 16,000. In July, 
1957, one of the Waalwijk physicians reported that 
he was seeing cases of illness characterized by 
fever, pharyngitis, and conjunctivitis among school 
children. Within a few days a sharp increase in the 
number of cases was observed. Through the co- 
operation of practicing physicians and the school 
medical officer, the authors were able to study this 
outbreak. They made studies on 65 patients. The 
outbreak appeared to be due to adenovirus, types 
3 and 4. Type 3 was isolated from 46 patients, and 
tvpe 4 from 11 patients. Types 2, 5, 7, and 9 were 
recovered from sporadic cases of pharyngoconjunc- 
tival fever. In 63 cases both throat swab and stool 
were examined for adenovirus content; the stool 
appeared to be a better source of virus than the 
throat swab. About two-thirds of the cases oc- 
curred among school children, 8 to 14 vears of age. 
Boys were attacked at a higher rate than girls. The 
epidemiologic observations are discussed with re- 
spect to the probable relationship of illness and 
irritation of the nasal and conjunctival mucosa 
from swimming and outdoor activities. 


Adenovirus Infections in Children and Young 
Adults: With Comments on Vaccination. A. S. 
Evans. New England J. Med. 259:464-468 (Sept. 4) 
1958 [Boston]. 


The author reports a study on 710 university 
students admitted to the infirmary of the Univer- 
sity of Wisconsin between 1954 and 1958 with 
svmptoms of acute respiratory disease. In 10% of 
the patients the symptoms were due to bacteria, 
in 10% to known viruses, and in 80% to unknown 
conditions. Only 7 adenoviruses were isolated, a 
rate of 1%: types 1, 3, 4, and 6 were identified. 
According to these findings, about 1 university 
student per 5,000 acquires a clinical illness due to 
adenovirus each year. A similar picture was ob- 
served in presumably healthy third-graders, aged 7 
to 9 vears, attending 3 public schools. Only 3 
adenoviruses were isolated from 1,194 swabs ob- 
tained from 291 of these pupils. Because of these 
findings vaccination of the general public against 
adenovirus infections is not recommended. It is, 
however, recommended in military recruits and in 
persons who have intimate and prolonged contact 
with one another, such as inmates in mental hos- 
pitals, tuberculosis sanatoriums, and homes for 
the aged. 
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BOOK REVIEWS 


Infectious Diseases of Children. By Saul Krugman, M.D., 
Associate Professor of Pediatrics, New York University Col- 
lege of Medicine, New York, and Robert Ward, M.D., Pro- 
fessor and Head of Department of Pediatrics, University of 
Southern California, Los Angeles. Cloth. $10. Pp. 340, with 
51 illustrations. C. V. Mosby Company, 3207 Washington 
Blvd., St. Louis 3, 1958. 


The material covered in this book covers those 
viral, rickettsial, and bacterial infections currently 
met by practicing physicians in the home, office, 
and hospital. The chapters on the Coxsackie virus 
infections, viral hepatitis, influenza, acute bacterial 
meningitis, rubella, staphylococcic infections, toxo- 
plasmosis, and communicable disease control, are 
particularly good. The one on staphylococcic infec- 
tions is especially timely. The treatment of preg- 
nant women with rubella is explained well. The 
value of the text would have been enhanced if an 
introductory chapter had been written giving cur- 
rent knowledge of means of isolating, identifying, 
and culturing bacterial, rickettsial, and viral or- 
ganisms. The color plates, schematic drawings, and 
graphs are very well done. The text is recommended 
for use by the general practitioner, pediatrician, 
internist, and health officer. 


Life Insurance and Medicine: The Prognosis and Under- 
writing of Disease. Edited by Harry E. Ungerleider, M.D., 
F.A.C.P., Director of Medical Research, Equitable Life As- 
surance Society of United States, and Richard S. Gubner, 
M.D., F.A.C.P., Clinical Associate Professor of Medicine, 
State University of New York College of Medicine, Brooklyn. 
Cloth. $16.50. Pp. 994, with illustrations. Charles C Thomas, 
Publisher, 301-327 E. Lawrence Ave., Springfield, Ill., Black- 
well Scientific Publications, Ltd., 24-25 Broad St., Oxford, 
England; Ryerson Press, 299 Queen St., W., Toronto 2B, 
Canada, 1958. 


This book is a compilation of lectures and papers 
dealing with many aspects of life insurance and re- 
lated topics. The 56 contributors are recognized au- 
thorities in life insurance and related fields. The 
text is divided into four parts. Part 1 deals with the 
fundamentals of life insurance. It explains not only 
the principles of life insurance, organization of com- 
panies, the various forms of life insurance, mor- 
tality tables and statistics, risk selection, and re- 
insurance but also such topics as inspection reports, 
internal organization of life insurance companies, 
the legal phases, and health insurance. Although 
part 2 is captioned, “Non-Medical Aspects,” there 
are several interrelationships mentioned that in- 
volve various elements of the medical profession. 
These chapters deal with history and philosophy of 
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life insurance, the relationship of longevity to in- 
surance selection, mortality tables, numerical rat- 
ings with respect to underwriting, nonmedical un- 
derwriting, biological and social factors that influ- 
ence life insurance selection, the relationship be- 
tween the life insurance medical director and physi- 
cians in private practice, medical forms, medical 
examiners and their selection, and the internal or- 
ganization of a life insurance company medical 
department. 

To those who feel that life insurance medical di- 
rectors dwell in a world apart from clinicians, part 
3, entitled “Medical Aspects,” makes it clear that 
medical directors must not only keep abreast of 
clinical medicine but also be able to translate these 
developments into their effects on risk selection, 
morbidity, and mortality. Impaired risks are dis- 
cussed and several chapters are devoted to such 
diseases as diabetes, hypertension, hepatic disor- 
ders, and neoplasms. The two chapters in part 4 deal 
with various facets of accident and health insurance 
including the relatively new type of coverage called 
major medical. The essential differences between 
accident insurance and health insurance are dis- 
cussed including both underwriting and claims pro- 
cessing. Many life insurance companies write a sub- 
stantial volume of accident and health insurance, 
certain phases of which depend on medical evalua- 
tion. For the most part the text is well presented 
and edited. There are, however, a few typographical 
errors. For example, on page 186 in a discussion on 
life insurance contract clauses, it is stated “that the 
policy will be incontestable for two years. . . .” The 
text should indicate either that the policy is incon- 
testable after two years or that it is contestable only 
during the first two years. This book, which is well 
indexed, is a valuable source and reference text 
covering a wide range of topics, It is recom- 
mended for those who desire broader understand- 
ing of the many responsibilities of life insurance 
medical directors and the interdependence between 
medical directors and physicians in private practice. 


Diseases of the Thyroid and Parathyroid Glands. By 
Bernard J. Ficarra, A.B., Sc.B., M.D. Cloth. $8.50. Pp. 295, 
with 131 illustrations. Intercontinental Medical Book Corpo- 
ration, 381 Fourth Ave., New York 16, 1958. 


The following quotation from the author's intro- 
duction correctly describes this work: “This volume 
... has been published not because it is believed 
to contain any new revelations for the master thy- 
roid surgeon but because it contains factual knowl- 
edge on thyroid diseases which should be made 
known to the general surgeon interested in thyroid 
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surgery. This book, therefore, is the literary product 
of a general surgeon who is interested in, manages, 
and operates upon patients with surgical disorders 
of the thyroid gland. It is an accumulation of 
knowledge gained by an average general surgeon, 
with an average surgical practice, in an average 
American community.” This scholarly little book 
gives the chronological résumé of the history of 
thyroid and parathyroid diseases from 1600 to 1954. 
The bibliography is extensive and carefully selected. 
The emphasis on the pituitary thyrotrophic hor- 
mone is justifiable but the use of the abbreviation 
“anteritary” for anterior pituitary is not. In the 
theoretical discussion of the cause of exophthalmic 
goiter the conclusion that there is insufficient thy- 
roid secretion to inhibit TSH production seems 
contradictory. It appears more likely that it is the 
failure of an excess of thyroid secretion to inhibit 
the hypothalamus that causes the disease. 

From the internist’s point of view this book fails 
to make clear that the proper treatment of non- 
toxic goiter is medical, and that of toxic goiter uses 
radioactive iodine. The discussion of isotope treat- 
ment is condensed in one short paragraph referring 
to a series of 22 patients. Since 1,500 such patients 
were reported in 1953, three years before this book 
was written, this seems inadequate. The manage- 
ment of postoperative parathyroid tetany, a life- 
long disease occurring after surgical treatment of 
hyperthyroidism that the internist inherits from the 
unsuccessful surgeon, is also inadequately treated. 
This is nevertheless a valuable book, presenting the 
surgical approach to hyperthyroidism, a good chap- 
ter on exophthalmos, and a brief discussion of 
hyperparathyroidism. 


Physical Diagnosis. By F. Dennette Adams, M.D. [Origi- 
nally written by Richard C. Cabot, M.D.] Fourteenth edition. 
Cloth. $12. Pp. 926, with illustrations. Williams & Wilkins 
Company, Mount Royal and Guilford Aves., Baltimore 2, 
1958. 

This well-known book has been enthusiastically 
accepted by physicians and students throughout 
the world. This edition is even more complete than 
its predecessors and definitely a correlative text- 
book, since the author has written a good synopsis 
of clinical diagnosis with special emphasis on the 
physical diagnostic signs and symptoms of disease. 
The general motif of the book consists of a thor- 
ough discussion, with multiple illustrations, of the 
techniques of physical diagnosis and of good his- 
tory-taking. The author has then proceeded to ex- 
plain the application of these techniques to each 
anatomic system, and correlated the physical signs 
with the anatomic and physiological alterations of 
the pathogenetics of the diseases discussed. He has 
included the laboratory data and x-ray findings 
wherever they are applicable. The illustrations are 
excellent. After discussion of each system’s diseases, 
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the author has outlined the pertinent differential 
diagnoses. The book is designed primarily for the 
medical student but it should be of great value to 
the neophyte physician, and even the seasoned 
physician may find in it many useful reminders. 
Reading so complete yet concise, accurate, and 
well-documented a book is in itself a great pleasure. 


Hermaphroditism, Genital Anomalies and Related Endo- 
crine Disorders. By Howard W. Jones, Jr., M.D., Associate 
Professor of Gynecology, Johns Hopkins University School 
of Medicine, Baltimore, and William Wallace Scott, M.D., 
Ph.D., Professor of Urology, Johns Hopkins University School 
of Medicine. Cloth. $16. Pp. 456, with 466 illustrations. 
Williams & Wilkins Company, Mount Royal and Guilford 
Aves., Baltimore 2, 1958. 


Jones, Scott, and an authoritative group of con- 
tributing authors have furnished a most important 
and greatly needed account of the problems of 
intersexuality, including medical, surgical, embryo- 
logic, and psychiatric aspects. The recent interest 
on the part of both the laity and the medical pro- 
fession in the physical and psychological problems 
of intersexuality should be adequately satisfied by 
this contribution. In 1937, the late Hugh H. Young 
published a classic monograph entitled “Genital Ab- 
normalities, Hermaphroditism and Related Adrenal 
Disorders.” The supply of this work was quickly 
exhausted. So much has been learned about the 
adrenal and its function since Dr. Young’s contri- 
bution that there has developed a real demand for 
just such an up-to-date summary of accumulated 
knowledge as is now presented. Using Dr. Young's 
background of material, including the inimitable 
drawings of William Didusch, Dr. Jones, a gyne- 
cologist, and Dr. Scott, a urologist, have compiled 
a text which comprises all that is known and ac- 
cepted on the cause and treatment of abnormalities 
of sexual development. The chapter on the origin 
of the concept of hermaphroditism in Graeco- 
Roman culture gives evidence of profound research 
and deserves its place in the histories of mythology 
and sculpture as well as medicine. A chapter on 
the recent advances in the determination of sex 
from a genetic standpoint by Jost should serve as a 
guide from both a legal and medical point of view. 
True hermaphroditism, a rare condition, is dis- 
cussed in great detail. Only 60 authenticated cases 
have been reported in the past 100 years. Gonadal 
aplasia and dysplasia, Klinefelter’s syndrome, male 
hermaphroditism, and female hermaphroditism due 
to congenital adrenal hyperplasia are thoroughly 
discussed from both scientific and practical aspects. 
Endocrine tumors of the testis, feminizing adrenal 
cortical tumors in males, and the radiologic diag- 
nosis of adrenal tumors are illustrated by case re- 
ports and clinical data. Surgery of the adrenals is 
well described. This monumental contribution on 
an unusual but interesting group of subjects should 
stand as authoritative for many years. 


CHEST X-RAYS FOR SCHOOL PERSONNEL 


To tHe Eprror:—The problem of regular chest 
x-rays for personnel who work intimately with 
children in the schools has come up this year. 
Present practice includes the submission of a re- 
port of negative chest x-ray findings by Nov. 15 
of each year. The teacher (or classified employee) 
may submit a report of current negative results 
on skin testing for tuberculosis in lieu of the chest 
x-ray report if he so desires. Of course, if the 
skin test shows positive results, he will have to go 
through with the x-ray anyway. Are there any 
recent developments which might provide a bet- 
ter approach to this problem of adequately safe- 
guarding the children? Are there any comments 
—pro or con—on the approach here outlined? 


H. Veazie Markham, M.D., Torrance, Calif. 


ANSWER.—The practice of requiring school per- 
sonnel to submit evidence of freedom from active 
tuberculosis as a condition of employment is grow- 
ing in the United States. Such procedures not only 
safeguard the health of children but also promote 
the fitness of school personnel. The procedure of 
requiring a negative finding on skin test for tuber- 
culosis Gr a chest x-ray when this is known to be 
positive seems to be in keeping with present recom- 
mended practices. In some places, the routine 
chest x-ray is preferred because it may disclose 
other conditions, as well as being helpful in 
tuberculosis case finding. Also, when the incidence 
of tuberculosis in an area is relatively high, routine 
chest x-ray may be the most economical approach. 
Since local conditions and recommendations vary, 
consultation with state and/or local health depart- 
ments, tuberculosis association, and medical society 
is recommended. Local understanding and interpre- 
tation, as well as clarification of procedures, will 
be furthered through this process. Regardless of 
method. it is well to include in an accompanying 
educational campaign reassurance as to the use 
of x-ray in the process. Misleading statements have 
been made, and misinterpretations of factual ob- 
servations have aroused needless fears concerning 
the medical use of x-rays. It is, therefore, important 
to point out that only minute amounts of radiation 
ave employed and that these are very unlikely to 
reach the gonads. One wonders about the Nov. 15 
date mentioned in the question. For purposes of 
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administration, as well as protection of children 
and associates, the opening date of school in the 
fall might be a more satisfactory deadline. 


DUODENAL ULCER AND BILIARY 
TRACT DISEASE 
To tHE Eprror:—Is there any possibility that the 
development of a duodenal ulcer could be caused 
or contributed to by previous biliary tract disease 
or biliary tract surgery? 
J. Manly Bryan, M.D., Canyon, Texas. 


Answer.—Previously, it was believed and taught 
that duodenal ulcer and gallbladder disease did not 
exist in the same individual because of varied 
constitutional characteristics for each of the two 
diseases. This is an error; the two diseases do co- 
exist in the same person, and, when they do, it is 
usually the ulcer and not the gallbladder that is 
responsible for the symptoms. The mere fact that 
gallstones or cholecystitis is present in a patient 
with ulcer does not signify that the gallstones or 
the gallbladder disease is causally related, but at 
times the inflamed gallbladder may become ad- 
herent to the duodenum. Apart from the mechanical 
contiguity, there is no etiological relationship be- 
tween the two diseases. The inflamed gallbladder 
does not aggravate the ulcer, nor does the ulcer 
have any relationship to the gallbladder. At times 
the gallbladder may perforate through the second 
portion of the duodenum (even resulting in gross 
hemorrhage ). It is through this fistulous opening 
that large gallstones make their way into the small 
intestine and eventually cause a gallstone obstruc- 
tion. 

As for biliary tract surgery, a persistent external 
biliary fistula surgically treated for the relief of 
biliary obstruction might divert enough of the 
alkaline pancreatic juices from the duodenum as 
to make possible the formation of a duodenal ulcer. 


ANswer.—There seems to be no definite evidence 
that previous biliary tract disease or biliary tract 
surgery has anything to do with the development 
of a duodenal ulcer. Occasionally, a roentgeno- 
logic deformity of the duodenum resembling a 
duodenal ulcer may be reported in persons who 
have had previous biliary tract surgery, and a duo- 
denal ulcer may be associated with biliary tract 
disease. Occasionally, at the time of abdominal 
exploration, the deformity has been found to be due 
to adhesions between the gallbladder area and the 
duodenum and a true ulcer does not exist. The 
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deformity has been noted to disappear when the 
adhesions were cut. While duodenal ulcer and 
biliary tract disease may be found in the same 
individual, there is no definite evidence that the 
ulcer is the result of biliarv tract disease. 


HEADACHES 

To tHE Eprror:—A 48-year-old man complains of in- 
tense headache during coitus. The severity of the 
headache begins to subside about five minutes 
after orgasm. Occasionally, the headache is ex- 
perienced with bowel movement. What might be 
the cause, and what treatment should be given? 

M.D., Maryland. 


Answer:—Etiological possibilities include mi- 
graine, hypertension, and psychogenic or emotional 
factors that produce stress. Allergy to food or some- 
thing in the environment may be present. The con- 
dition may be due to nasal congestion normally 
occurring during coitus superimposed on nasal or 
sinus allergy or pathology. These effects may be ac- 
centuated by excessive smoking associated with 
drinking. Toxic states or endocrine or biochemical 
factors may be at the root of the trouble. Other 
causes may be skull tumor, pheochromocytoma, and 
aneurysm, among others. For migraine, treatment 
consists of a combination of ergotamine tartrate and 
caffeine. For psychogenic or emotional factors, anal- 
gesics and psychotherapy are used. In allergy, de- 
sensitization or avoidance is the key. For nasal 
congestion, vasoconstrictor nose drops and anal- 
gesics are effective. The other conditions obviously 
require special investigation and treatment. 


ORAL SURGERY DURING 

ANTICOAGULANT THERAPY 

To tHE Eprror:—It is becoming increasingly more 
common to encounter patients who are on long- 
term anticoagulant therapy and who require 
extraction of teeth or other oral surgery. One ap- 
proach to this problem has been to withdraw the 
anticoagulant about 48 to 72 hours preopera- 
tively, perform the extractions, and then reinsti- 
tute anticoagulant administration 24 or more 
hours later. Some insist on prothrombin time de- 
terminations for confirmation; others do not. 
Vitamin K, is recommended by some and not by 
others. Still others feel that the dangers of throm- 
bosis far outweigh the problem of postextraction 
hemorrhage and prefer that anticoagulant therapy 
not be discontinued. This latter group is of the 
opinion that local bleeding from an extraction 
wound can be managed by local measures. Please 
give comments and suggestions. 

M.D., New York. 

ANsweRr.—Patients on anticoagulant therapy will 

show a strong tendency toward prolonged hemor- 

rhage. This risk must always be considered when 
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oral surgical procedures are contemplated. It is little 
appreciated that blood loss during some oral sur- 
gical procedures is comparable with that occurring 
in major surgical procedures. Experience at the New 
York Veterans Administration Hospital indicates 
that anticoagulant drugs be withheld before dental 
operations (Ziffer and others, New England J. Med. 
256:351, 1957). Prompt resumption of therapy when 
hemostasis has veen obtained will result in minimal 
interruption of anticoagulation therapy. The pa- 
tient’s oral surgeon and physician, or cardiologist, 
should determine after consultation the treatment 
plan for the individual patient relative to the cessa- 
tion of anticoagulant therapy and/or vitamin K ad- 
ministration. The oral surgeon should not assume 
the responsibility for the discontinuance of anti- 
coagulation therapy. 


CONTRECOUP BRAIN DAMAGE 

To THE Eprror:—A 75-year-old man was struck over 
the forehead in an accident. He was unconscious 
for a short length of time. X-rays revealed no 
fractures. After the accident he complained of 
unsteadiness and severe frontal headaches; these 
have persisted. He has also complained of pro- 
fuse discharge from his nose, mouth, and eyes 
only when eating. This phenomenon has _per- 
sisted. Audiometric tests revealed bilateral severe 
nerve deafness. Findings in vestibular function 
studies (caloric stimulation) were normal. Neuro- 
logical examination findings were entirely nega- 
tive. The nasal discharge, which was clear, was 
tested for presence of cerebrospinal fluid, with 
negative results. Examination immediately after 
the patient had taken a few bites of food revealed 
a profuse clear discharge from the middle and 
superior turbinal areas in each side of the nose 
The mucosa appeared to be normal. A profuse 
discharge of clear saliva could be seen issuing 
from each Stensen’s and Wharten’s ducts. In 
addition, a profuse epiphora concurred. A search 
of the literature has been unrevealing for the 
pathoanatomic basis of this phenomenon. Please 
supply information on this. 

Joseph Freeman, M.D., Miami, Fla. 


Answer.—It is likely that the finding of severe 
bilateral nerve deafness is the key to the explana- 
tion of the phenomena described. It is well known 
that trauma to the forehead can, by contrecoup, 
damage petrous pyramid structures bilaterally with- 
out a demonstrable fracture of the base of the 
skull. The equivalent of a contusion is produced 
and later organized as a scar, with or without bony 
thickening in the damaged area. The bilateral nerve 
deafness is probably related to trauma in and be- 
yond the tractus spiralis foraminosus at the fundus 
of the internal auditory meatus. Just superior to 
the falciform crest of the internal auditory meatus 
is the facial nerve, and at the nearby genu is its 
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geniculate ganglion. The nervus intermedius carry- 
ing efferent parasympathetic secretory fibers to 
the submaxillary ganglion and to the sphenopala- 
tine ganglion, and afferents through geniculate 
ganglion fibers to the nucleus of the tractus soli- 
tarius, would be just as vulnerable as auditory 
fibers. So would the preganglionic parasympathetic 
fibers of the small superficial petrosal nerve, which 
tunnel from the middle ear to the anterosuperior 
face of the petrous pyramid very close to the ge- 
niculate ganglion and facial hiatus on the way to 
the otic ganglion. The latter structure supplies 
postganglionic parasympathetic secretory fibers to 
the parotid gland. Damage in the areas described 
could produce all of the symptoms noted including 
the epiphora, which is induced by orbital branches 
of the sphenopalatine ganglion. 


ALKALI THERAPY WITH PAS 


To tHE Eprror:—In the treatment of tuberculosis, 
when PAS is being given in the usual dosage of 
12 Gm. per day, is one justified in using an alkali, 
such as magnesium trisilicate and/or aluminum 
hydroxide, to allay stomach distress? Dees the 
alkali interfere in any way with the potency of 
PAS? 

E. K. Disney, M.D., Dawson Springs, Ky. 


ANSwWER.—There is no objection to giving a com- 
pound such as magnesium trisilicate—aluminum hy- 
droxide to a patient who is on PAS regimen; it 
would be better to give it at a different time, how- 
ever. The alkali does not interfere with the potency 
of PAS. To patients who are very distressed by one 
form of PAS, the calcium salt mav prove less irritat- 
ing. 


LIVER FUNCTION TESTS AND 

CHOLECYSTOGRAPHY 

To tHE Eprror:—Please give information on the 
correlation between liver function tests, specif- 
ically, sulfobromophthalein excretion, and oral 
cholecystography. A patient, not jaundiced, has 
normal findings on liver functions tests; however, 
cirrhosis is strongly suspected. This patient shows 
no shadow after being given gallbladder dye on 
repeated occasions. Also, in other patients with 
mildly impaired liver function, according to liver 
function tests sometimes no dye is found in the 
gallbladder. Have any studies been done on cor- 
relating these two methods of examination? 

R. F. Hartwich, M.D., Winona, Minn. 


ANSWER.—-Several studies have been made and 
published on this point. It has been shown that, 
when liver function is sufficiently impaired, even in 
the absence of jaundice, the gallbladder dye is not 
properly extracted from the blood. As a result, the 
gallbladder is visualized poorly or, perhaps, not at 
all. It is somewhat difficult to accurately predict the 
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degree of liver damage necessary to influence gall- 
bladder visualization. Since sulfobromophthalein is 
extracted from the serum in a somewhat similar 
manner as gallbladder dye, the results of this test 
correlate better with those of gallbladder visualiza- 
tion than any other. Sulfobromophthalein retention 
of over 20% is usually associated with a dim or ab- 
sent gallbladder shadow. On the other hand, in the 
presence of active inflammation in the liver, as indi- 
cated by positive findings on flocculation tests, one 
may have a dim shadow even though the sulfobro- 
mophthalein retention is only 7 or 8% at the end 
of 45 minutes. 


VITAMIN C 
To tHE Eprror:—What is the difference between 
vitamin C from natural sources and the synthetic 
vitamin C—ascorbic acid—in regard to human me- 
tabolism in the so-called normal individual and in 
the patient with wound healing after operation? 
W. Forrester Maley, M.D., Chicago. 


ANswer.—Vitamin C is a specific chemical entity, 
and, therefore, the body is unable to differentiate 
between sources of this chemical (ascorbic acid ). 
Whether the body obtains its vitamin C from syn- 
thetic ascorbic acid or from orange juice, the man- 
ner in which this substance is utilized by the body 
is exactly the same. Vitamin C is used by some phy- 
sicians in quite massive doses postoperatively, but 
apparently the rationale for such administration is 
open to question. The following quotation, taken 
from the book “Modern Nutrition in Health and 
Disease” by Wohl and Goodhart ( Philadelphia, Lea 
& Febiger, 1955), sums up quite accurately the cur- 
rent concept of the role of vitamin C in patients 
after operation. 

Large doses of ascorbic acid have been used by many 
surgeons in their post-operative patients in order to facilitate 
the healing of surgical wounds. This idea was based on the 
observations that stress situations like surgical operations and 
severe burns about the body lowered the serum ascorbic 
acid level and that ascorbic acid concentrated in the con- 
nective tissues about healing wounds. It was based also on 
the well-known clinical experience that scurvy impairs wound 
healing. However, more recent data indicate that ascorbic 
acid metabolism is in a state of flux in post-operative patients, 
and that the serum levels do not correlate well with platelet, 
white blood cell (buffy coat) levels. 


Ascorbic Acid (Mg. %), Av 
Buffy Whole 


Coat Blood Plasma 
20 normal persons ................+ 15.2 0.73 0.69 
200 surgical patients .............. 14.5 0.48 0.36 


Levels in the anterior rectus fascia below 1.5 mg. per cent 
indicate significant deficiency and are usually correlated with 
plasma levels of less than 0.2 mg. per cent. Plasma levels 
above 0.2 mg. per cent in such surgical patients usually indi- 
cates adequate tissue saturation. Only when the buffy coat 
ascorbic acid concentration falls to very low levels is there 
danger of wound disruption, and examples of this difficulty 
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are extremely rare. From the experimental evidence available 
at present, it would appear that the low plasma ascorbic 
acid level in patients just subject to a stressful procedure like 
major surgery is due to redistribution of ascorbic acid within 
the body rather than to an actual deficiency of the vitamin. 
A similar phenomenon occurs in iron and vitamin B-complex 
metabolism. 


COMPLICATIONS OF ROUTINE 

LAPAROTOMIES 

To tHe Eprror:—How frequently is spontaneous 
pneumothorax unexpectedly encountered during 
routine laparotomies (e. g., appendectomy)? How 
frequently does this condition complicate thera- 
peutic pneumoperitoneum? How frequently does 
it complicate therapeutic or spontaneous pneu- 
mothorax? Joseph W. Kimbrough, M.D., 

Albuquerque, N. Mex. 


Answer.—None of several general surgeons who 
have large surgical practices can remember en- 
countering pneumothorax as a complication of rou- 
tine laparotomies unless there has been some surgi- 
cal injury to the diaphragm. If such a complication 
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should occur, it may be due to the rupture of a 
small bleb on the lung rather than to any air from 
the peritoneal cavity entering the pleural cavity. In 
a long experience with artificial pneumothorax and 
pneumoperitoneum, this consultant can recall only 
one case in which there was diaphragmatic hernia. 
It is not felt that diaphragmatic hernia can in any 
way be related to artificial pneumothorax or pneu- 
moperitoneum. If a diaphragmatic hernia with a 
peritoneal sac is already present, one would expect 
air from a pneumoperitoneum to enter this sac, and, 
if a traumatic diaphragmatic hernia were present 
without a sac, one would expect the air from the 
peritoneal cavity to enter the pleural cavity. In one 
instance the pneumoperitoneum was done as a 
therapeutic procedure in an attempt to locate the 
diaphragm. When the x-ray was taken with the 
patient in the upright position, there was no air in 
the abdomen but there was a well-defined pneu- 
mothorax. At operation, a large rent in the dia- 
phragm was found which made a direct connection 
between the peritoneal and pleural cavities. 


UNUSUAL MEDICAL QUESTIONS 


The Questions and Answers Department of Tue JourNAL receives many letters describing 
unusual cases. Some of these are too detailed to be printed in the regular Questions and An- 
swers section. From time to time those that represent apparently new or different clinical syn- 
dromes or other interesting medical data will be presented in this section of THe JouRNAL.—Eb. 


BRONCHOSCOPY AND BRONCHOGRAPHY 

To tHe Eprror:—Please discuss the indications for 
and safety of bronchoscopy and bronchography. 
What determinations, such as that for vital capac- 
ity, should be done first to see if and how much 
the patient can tolerate these procedures— 
especially the aged? What is the accepted treat- 
ment for bronchiectasis? Is repeated bronchos- 
copy each time a patient has an upper respiratory 
infection good treatment? Is aerosol penicillin 
used for chronic lung infection? \f.D.. Iowa. 


Answerk.—The ability of a patient to tolerate 
bronchoscopy is based on an evaluation of the 
respiratory reserve. It is contraindicated if the in- 
formation to be gained is minimal in the light of 
the potential dangers of the procedure, such as in 
true bronchiolitis in an infant; acute generalized 
pneumonitis where the presence of a foreign body 
has already been ruled out by the history and find- 
ings; the presence of a severely narrowed laryngeal 
or tracheal airway, except when the bronchoscope 
is passed through the larynx to establish a comfor- 
table airway while the tracheotomy is being per- 
formed; and an obviously inoperable carcinoma of 
the lung in which x-ray therapy also is contraindi- 
cated because of the patient's poor health (this 


state of affairs is exceedingly rare ). Bronchoscopy 
is also contraindicated in patients with uncontrol- 
lable coughing, if the dyspnea is severe when the 
patient is at rest and lying down, when dyspnea is 
initiated from the effort of sitting up, and when the 
patient is able to speak only a few syllables with 
each breath. It is risky if the severe dyspnea is 
associated with cor pulmonale and with hemocon- 
centration. The procedure is dangerous if severe 
dyspnea is associated with cardiac decompensation 
or coronary insufficiency. The bronchoscopist must 
be particularly adept, working without trauma but 
with agility; he must be willing to stop before com- 
pletion of examination in certain instances, such as 
dyspnea with pulmonary emphysema, where the 
back-pressure of breathing against the larynx is 
necessary for adequate filling of the alveoli with 
air, a need for the employment of a mechanical 
aeration-assist, as in bulbar poliomyelitis, and the 
presence of wheezing or other evidence of broncho- 
spasm during procedure. He must also be willing to 
stop during or after previous procedures ( broncho- 
dilators may be used as necessary). Bronchos- 
copy is hazardous if the vital capacity is less than 
half of normal or if the maximum breathing ca- 
pacity is less than twice the tidal air on quiet 
breathing. As a matter of fact, tracheotomy often is 
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safer when the patient is “loaded” with secretions. 
but one should be prepared for mechanical respira- 
tory assistance during and after the procedure if the 
patient needs carbon dioxide stimulation to breathe, 
i. e., if increased oxygenation causes irregular 
breathing, apnea, or other changes. The ability of 
the patient to tolerate bronchography is based on 
an evaluation of all factors mentioned under 
bronchoscopy, plus contraindications set by sensi- 
tivity to materials to be used for the bronchogram. 
such as iodine or iodide sensitivity discovered by 
the history and by testing and local reaction or 
burning when a small amount is introduced into 
the conjunctival sac or when a small amount is held 
in the mouth and by sulfonamide sensitivity on the 
basis of the history, when sulfonamide-iodized oil 
combinations are to be employed. Under such cir- 
cumstances it is well to use another agent. Even 
more so than in bronchoscopy, bronchography is 
contraindicated if the potential dangers equal or 
exceed the probable benefits of this solely diagnostic 
procedure. The procedure should not be carried out 
if the pulmonary secretions are too abundant to 
allow adequate anesthesia and control of cough by 
anesthesia when the patient is unable to withhold 
coughing or to permit adequate filling of the 
tracheobronchial tree by the bronchographic agent 
or adequate filling without producing dyspnea. It 
is contraindicated if suppuration is bilateral and 
not amenable to surgery. Medical management of 
a marked suppurative bronchitis is essentially the 
same as for bronchiectasis. Therefore, the risk of 
bronchography is not entirely justified. Concerning 
special tests, the clinical evaluation of the patient 
is superior to any tests when the potential dangers 
of these procedures are considered. These include 
the evaluation of vital capacity, maximum breathing 
capacity, and other functions as previously men- 
tioned. 

Present therapy for bronchiectasis includes sur- 
gical as well as medical modalities. Surgical removal 
of the affected part of the lung is indicated where 
the disease involves something less than one-half 
of the 19 bronchopulmonary segments and particu- 
larly in the younger age group (under 35 or 40 
years ), since the life expectancy would be increased 
by segmental removal in two or three separate 
operations if the disease is extensive. This is 
especially so in saccular rather than in cylindrical 
bronchiectasis. Medical management needs to pro- 
vide effective drainage of secretions by means of 
humidification of respiratory passages, postural 
drainage, a correctly used cough machine or inter- 
mittent positive-pressure breathing machines, ex- 
pectorants, and mechanical aspiration, when neces- 
sary. Evaluation and treatment of allergic states is 
a factor in many patients who are resistant to other 
therapy (approximately 10% are in this group). 
Employment of bronchodilators is in order when 
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wheezing or other evidence of bronchospasm is 
observed. Parenterally, epinephrine, aminophylline, 
and the like may be given, as well as aerosols, in- 
cluding levarterenol, amphetamine, or epinephrine. 
These are listed in the order of increasing side- 
effects on the cardiovascular system. In the cetegors 
of relatively specific therapy, antibiotics adminis- 
tered by the parenteral route are more effective 
than those given by aerosol. Tetracyclines, alternat- 
ing with the combination of oleandomycin and 
penicillin, seem particularly effective. Other anti- 
biotics are administered on the basis of apparent 
improvement of the patient. It is frequently helpful 
to change the antibiotic after two weeks. Employ- 
ment of autogenous vaccines helps only some 
patients. These seem most helpful in cases of 
staphylococcic infections. Repeated bronchoscopic 
aspiration in patients with chronic suppurative lung 
disease at the time of upper respiratory infection 
requires comment. The procedure is contraindicated 
in the acute phase, because it may result in a more 
severe infection or may bring about respiratory 
embarrassment due to edema. It is, however, fre- 
quently helpful in the subacute stages of the infec- 
tion. Aerosol penicillin in chronic lung infection is 
still considered to be of some value, but less effec- 
tively so than the parenteral administration of 
antibiotics. Penicillin should be rotated with other 
antibiotics, e. g., every two weeks, in order to avoid 
the creation of resistant infections. Some clinical 
investigators claim this method to be relatively 
valueless, based in statistical consideration of large 
groups of patients with bronchiectasis. 


ICY COLD NOSE 

To tHe Eprror:—A 43-year-old woman, healthy in 
all respects, is going through the menopause nor- 
mally but gets apparently intractable headaches. 
These are generalized and, sometimes, behind the 
eyes. With these headaches, which are quite fre- 
quent, her nose always gets cold as ice, which, of 
course, has to do with the sympathetic nerves. 
Her IQ is excellent, and she is mentally stable. 
Can “smog” or dust cause these headaches? 
What is suggested in the way of further investi- 
gation? Milton I. Steckler, M.D., Los Angeles. 


AnswerR.—There seems to be no evidence what- 
soever of any allergic foundation for the patient's 
headaches or for the fact that her nose gets “cold 
as ice.” A complete blood cell count should be done, 
with reference to eosinophilia, and, also, a nasal 
smear should be obtained if the nose is at all moist. 
If she has any nasal allergy, it should show itself 
on examination. In such cases, the nasal mucosa is 
usually pale and boggy. Polyps may or may not be 
present along with this. If a nasal smear showed 4% 
or more eosinophils, then the patient should be 
given complete skin tests and the condition evalu- 
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ated from the allergic point of view. From the 
history given, it appears that these headaches are 
of the tension type and related to the menopause. 


Answer.—A_ specific syndrome consisting of in- 
tractable, generalized headaches associated with an 
icv cold nose has not been reported in the liter- 
ature. It might be postulated that since the cold 
nose is a vasomotor phenomenon the accompany- 
ing headaches are probably vascular in origin. Al- 
lergy to house dust may produce at least two types 
of headache. One is the nondescript, generalized 
headache which may correspond, in part, with the 
description in the question. This type of headache 
is believed to be due either to change in caliber of 
cerebral vessels or to actual edema of the brain. 
Many allergists believe that these occur most com- 
monly in patients with food allergy, but thev have 
also been reported as the result of allergy to in- 
halants. Smog, particularly in a patient with sensi- 
tive nasal mucosa, may act as a nonspecific irritant 
and produce a pseudosinus tvpe of headache, 
usually associated with nasal stuffiness and watering 
of the eyes. This type of headache may also be 
produced by allergy to house dust. Assuming that 
the more conventional and more obvious causes of 
headache have been ruled out, further investigation 
to establish the cause of the headaches described 
should include allergy investigation. Simple allergy 
skin tests will quickly exclude the possibility of 
house dust as a cause. Whether further allergy in- 
vestigation is necessary depends on the results of 
the screening tests and the history, particularly that 
of associated manifestations of allergy. Response to 
therapy and deliberate provocation of the head- 
aches are often helpful as aids to diagnosis. Thus, 
the effects of vasoconstrictors and antihistamines on 
the symptoms should be investigated. Also, an 
attempt to reproduce the svndrome by vasodilators 
and suspected contacts may be indicated. It is 
patently impossible in this response to discuss in 
detail the difficult, and often controversial, differ- 
ential diagnosis of headaches in connection with 
the syndrome described. For good reviews, the 
questioner is referred to Ogden (Ann. Allergy 
14:384, 1956) and Graham (DM, p. 1, Jan., 1957). 


HYPOFIBRINOGENEMIA 

To rHe Eprror:—A 28-year-old woman delivered 
her fifth child in December, 1957. Prior to this 
pregnancy she had some menstrual irregularity 
with occusional intermenstrual bleeding. On April 
16, 1958, she was admitted to the hospital with a 
complaint of leukorrhea, and a dilatation and 
curettage, cervical biopsy, and cauterization of 
the cervix were done. The tissue specimen showed 
chronic cervicitis, with erosion and proliferative 
endometrium, with mild congestion and edema. 
After these procedures were performed, bleeding 
occurred, and on May 7, 1958, she was read- 
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mitted for control of heavy bleeding. She was 
given transfusion, dilatation and curettage and 
cervical biopsy were done, and the cervix was 
cauterized. The tissue specimens showed acutely 
and chronically inflamed endometrium in the 
secretory phase and chronic cervicitis and endo- 
cervicitis. Cauterization was done several times 
as an office procedure in an attempt to stop 
the bleeding. Bleeding and clotting times were 
checked and found to be normal. In the operat- 
ing room she was found to have active oozing 
from an area of cervicitis. This area was excised 
and closed with sutures. Dilatation and curettage 
were done, and an old laceration of the cervix 
was repaired. The tissue specimen showed gland- 
ular hyperplasia of the endometrium, with foci 
of acute inflammation, and chronic endocervicitis 
with erosion. At the end of this procedure there 
was no bleeding, but several hours later she be- 
gan bleeding and now it became heavy, with 
large clots. Platelet count and prothrombin ac- 
tivity were normal. Her blood formed what 
appeared to be a good clot. She was given trans- 
fusion, phytonadione was administered intra- 
venously, and the bleeding almost completely 
stopped. When she began bleeding heavily again, 
the fibrinogen level was checked and found to be 
$0 mg.%. She was given a fresh transfusion and 
two units of fibrinogen. The bleeding stopped, 
and, at the time of writing, the cervix appears 
to be healing well and she has had no bleeding 
for more than 10 days. After receiving the second 
unit of fibrinogen, the level was 350 mg.%. Total 
protein level was 7.8 Gm.%, albumin level 4.5 
Gm.%, globulin level 3.3 Gm.%, and findings on 
cephalin-cholesterol flocculation test negative. 
Her thymol turbidity was 2.3 units. What is the 
probable cause of the low fibrinogen level? Is it 
related to abnormality of the uterus? What can 
be expected in the future and in the event of 
future pregnancy? New York. 


ANswer.—The occurrence of hypofibrinogenemia 
in this patient is most unusual. This svndrome is 
generally associated with premature separation of 
the placenta, criminal abortion, a dead fetus, and, oc- 
casionally, severe toxemia of pregnancy. The fibrino- 
gen level of 40 mg.% is in the range where clotting 
and prothrombin times should have demonstrated 
some abnormality. It is possible that there is a re- 
tained placenta which is elaborating either throm- 
boplastic or fibrinolytic substances. However, in any 
event, this patient’s condition should be evaluated 
from the standpoint of either a fibrinolytic disturb- 
ance or a circulating anticoagulant. It might be 
expected that this disturbance will return if the 
primary mechanism is either uterine or ovarian 
pathology. In this event, surgery may be necessary. 
Prior to any surgical procedure, adequate investi- 
gation for a coagulation disturbance of the type 
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described above should be performed (see Stefa- 
nini and Dameshek, Hemorrhagic Diseases, New 
York, Grune & Stratton, Inc., 1955; Biggs and Mac- 
Farlane, Human Blood Coagulation, Springfield, 
Il]., Charles C Thomas, Publisher, 1957). 


EMOTIONAL PROBLEMS FOLLOWING 

ORGANIC BRAIN DISEASE 

To tHe Eprror:—The answer to the question on 
emotional problems following organic brain dis- 
ease, in Tue JourNnaL, Sept. 6, 1958, page 136, 
might lead the reader to draw some erroneous 
conclusions both about the nature of psychother- 
apy in general and about the particular problem 
in question. Thus, it is stated, “A person .. . can 
be helped by psychotherapy insofar as he is a 
reasonable individual.” While it is true that the 
psychotherapist allies himself with the rational 
portion of the personality, the process of therapy 
is basically much less one of reasoning with the 
patient than of resolving, as much as possible, 
emotional conflicts that stand in the way of his 
using his reason. To dismiss a cerebral hemor- 
rhage simply as a “lobotomy” ignores the inter- 
play between the specific psychological structure 
(personality) which the patient brought to his ill- 
ness and the psychological impact on this particu- 
lar person of the catastrophe that has befallen 
him. 

Certainly, the psychotherapy of persons with 
organic brain damage has not been much ex- 
plored, but some work has been done and 
published, for example, “Psychotherapy in the 
Treatment of Organic Brain Disorder Following 
Cerebral Vascular Accident,” by Wesselius (Bull. 
Menninger Clin. 18:97, 1954). Though “any stand- 
ard textbook on psychotherapy” might give the 
essential techniques, as suggested by the con- 
sultant, one would have to individualize the ap- 
proach according to the patient's past history and 
present reactions to his illness. 

Aaron Paley, M.D. 
1725 High St. 
Denver 18. 


The above comment was referred to the consult- 
ant who answered the original question, and his 
reply follows.—Eb. 


To THE Eprror:—The correspondent states that “the 
reader might draw some erroneous conclusions 
both about the nature of psychotherapy in gen- 
eral and about the particular problem in ques- 
tion.” There are many schools of psychotherapeu- 
tic thought, but it is an accepted truism that the 
patient subject to psychotherapy must have an 
adequate amount of reasoning power. One does 
not carry out an extended course of constructive 
psychotherapy with a feeble-minded individual. 
As was previously stated, the individual must 
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know his limitations and live within those limita- 
tions. Otherwise, he will create a great deal of 
emotional conflict because of his frustration. It is 
the battle to avoid frustration and guilt that 
causes emotional conflict. 

It is, of course, true that the personality result 
ing after a cerebral hemorrhage is dependent on 
the “psychological structure” which the patient 
had before his iilness. No doubt such a cerebral 
hemorrhage would increase the patient's sense of 
frustration. If he were mature, with a well-inte- 
grated personality before the catastrophe, then he 
would be more apt to have an adequately inte- 
grated personality after the accident. Again, it 
has been observed that anything that removes 
the higher centers of the brain may remove emo- 
tional control and, perhaps, remove the sense of 
guilt. It is emphasized that the therapist must 
have an understanding of fundamental psycho- 
therapeutic principles if he is to handle any 
emotional problem toward helping the patient 
adjust to a handicap. 


POSTVACCINAL POLYNEURITIS 
To tHe Eprror:—In the Aug. 30, 1958, issue of Tut 


JourNaAL, page 2258, a question was asked con- 
cerning acute infectious polyneuritis after intra- 
dermal injection of Asian influenza vaccine. The 
reply indicated that, to the knowledge of the con- 
sultant, this had never occurred. A 26-year-old 
woman received 0.5 ml. of monovalent Asian in- 
fluenza vaccine which was followed by mild local 
reaction for two days; one week later this was re- 
peated and was followed, in addition to the local 
reaction, by a moderately severe myeloradiculitis, 
commencing 12 hours after the injection and 
gradually subsiding over the course of the next 
two weeks. The details of this were briefly men- 
tioned in the C. D. C. Influenza Surveillance Re- 
port no. 20, Oct. 8, 1957. It is probable that the 
true incidence of mild neurological reactions to 
formalinized viral vaccines is unknown. 

Alex J. Steigman, M.D. 

University of Louisville 

Louisville 2, Ky. 


The above comment was referred to the con- 


sultant who answered the original question, and his 
reply follows.—Eb. 


To tHe Eprror:—Actually, this consultant rather 


hoped that the answer would bring forth such 
information, since it was stated that “a polyneuri- 
tis could possibly follow vaccination for Asian 
influenza.” However, it should be pointed out 
that, in the case reported in the comment, the 
myeloradiculitis followed not a single injection 
but two injections given one week apart, indicat- 
ing a sensitivity process. This type of reaction 
would be much more likely to occur after two 
injections. 
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when psychic 
symptoms 


distort the picture 


Dartal helps the patient reintegrate his mental processes 


In everyday office practice as well as under hospital conditions 
Dartal is consistent in its tranquilizing effects. 


Dartal promotes emotional balance 


Dartal effectively decreases or relieves emotional hyper- 
activity and psychomotor excitement. 


Dartal is unusually well tolerated 


At a recent symposium, leading hepatologists* reported no 
icterogenic or hepatotoxic effects from Dartal. 


Dartal is effective at low dosage 


One 2-mg. tablet q.i.d. or one 5-mg. tablet t.i.d. in neuroses; 
one 10-mg. tablet t.i.d. in psychoses. 


a new psychochemical 


for the management of both major and 
minor emotional disturbances 


dihydrochloride brand of thiopropazate dihydrochloride 


SEARLE 
*A Symposium on the Pharmacologic Effects of Dartal on the Liver, Chicago, Searle Research Laboratories, Feb. 7, 1958. 
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the Advertising Committee. 

All questionable items will be excluded from 
these columns and notification of any misrepre 


| sentation seen by readers will be appreciated. 


CLASSIFIED ADVERTISING FORMS CLOSE 
FRIDAY NOON 15 DAYS PRIOR TO 
THE DATE OF ISSUE 


Journal A.M.A., 535 N. Dearborn St., Chicago 18 


NOTICE 


TEMPLE UNIVERSITY, SC HOOL OF MEDICINE AND 
Alumni, Puerto Rico tour; 7 days; pleasurable, educa- 
tional; When—March 7, ‘1959, from Philadelphia. On 
what—Pan American Airlines. Where—San Juan, Puei 
to Rico, new intercontinental hotel. Who-—Vhysicians 
and friends. How much--$265, includes transportation, 
hotel accommodations, two banquets, and a cocktail 
party. Post Graduate Seminar-—-AAGP credits category 
No. 1 being applied for. Write direct to: Adams Travel 
Bureau, Inc., Land Title Building, Bread and Chestnut 
Street, Philadelphia 10, Pennsylvania H. O. Brunell. 


ELECTROCARDIOGRAPHIC SERVICE; ELECTRO- 
cardiograms interpreted; for full information write to: 
The Louisville Diagnostic Service, 422 West Florence 
Avenue, Louisville, Kentucky (14) 


REGISTERED DIETITIAN—SALARY $500 A MONTH: 
western Oklahoma. Oklahoma Tuberculosis Sanatorium, 
Box 131, Clinton, Oklahoma. 


ASSOCIATE WANTED 


ORTHOPEDIC SURGEON—LOS ANGELES AREA; AS- 
sociate desired by two Board orthopedists with busy 
private practice; opportunity for teaching with hospital 
Affiliations; give complete resume, training, experience, 
personal background; financial arrangements open. Box 
7167, % AMA. 


ASSISTANTS WANTED 


GENERAL PRACTITIONER — TO ASSIST 39 YEAR 
old mid-New Jersey internist; qualifications will de- 
termine salary of $10,000 to $15,000 Ist 2 years then 
start partnership toward equality. Box 7049 B, %o AMA. 


PHYSICIANS WANTED 


ASSISTANT MEDICAL DIRECTOR — OPPORTUNITY 
for a younger psychiatrist in a 400 bed private accred- 
ited hospital; liberal salary; some teaching; must be 
Board Certified or eligible; eligible for Oregon license; 
therapeutic community approach with all types of ther- 
apy used; all wards have been open for three years; 
progressive OT, recreation activity and rehabilitation 
programs in operation; volunteer services being devel- 
oped; change is a part of routine; hospital has acute, 
chrenic and mentally deficient patients, currently car- 
ing for all Alaskan mentally ill; interview at hospital 
will be arranged. Apply with details to: Morningside 
Hospital, Portland, Oregon. Cc 


(Continued on page 100) 
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Medrol 


hits the disease, but spares the patient 


Upjohn 


The Upjohn Company 
*Trademark for methylprednisolone, Upjohn Kalamazoo, Michigan 


- 
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® 
Rynatan 
keeps 
HEADS CRYSTAL CLEAR 
10-12 hours from just 


one dose with 
minimal side effects 


because Rynatan utilizes 


The long action of Rynatan is due to the 
DURABOND* (oral repository) Princi- 
ple, a new discovery which controls 
absorption rather than dissolution or 
release. Prolonged effect does not de- 
pend on layers, waxes, pellets, or coat- 
ings of any kind. The principle works 
equally well in tablets or liquid; hence, 
Rynatan is the only long-acting liquid 
decongestant. 


RYNATAN TABULES For adults and older children 
Each tabule contains: 

Phenylephrine tannate. .. 
Prophenpyridamine tannate............. 37.5 mg. 
Pyrilamine tannate : . 37.5 mg. 
DOSE: 1 or 2 tabules each 12 hours. 


RYNATAN SUSPENSION (Pediatric Formulation) 
Each 5 ec. contains: 

Phenylephrine tannate. . . 

Prophenyridamine tannate 

Pyrilamine tannate 

DOSE: Children over six years 1 to 3 teaspoonfuls 
each 12 hours; under six years, according to age. 
Dosage may be increased or decreased as required. 


DURABOND 


Write for samples and literature . 
*Durabond Process, Neisler Exclusive, Pat. Pend. 


IRWIN, NEISLER & CO. a 
DECATUR, ILLINOIS. Heirber 


Available in Canada through 
Lakeside Laboratories (Canada) Ltd., Toronto. 


TONICS AND SEDATIVES 
6 
My Favorite Story 


In this space will be published anec- 
dotes submitted by physicians concern- 
ing their practice or people in general. 
Contributions for “My Favorite Story” 
are welcome. 


A doctor’s wife tells us of a young cousin 


| of hers who was advised by Army physi- 
cians to spend his terminal leave at the | 
| seashore. She offered to give him some | 


| letters to friends, but he refused them. 
| He would rather borrow one of her bird 
| dogs to take along. 
As her cousin had never been particu- 
| larly fond of dogs, the doctor’s wife was 
| distressed when he chose a setter puppy 
| just weaned. She warned him that the 
puppy would require care 
general nuisance, but off they went. 
Two 
express office. 
this note: 


Tacked to his crate 


so won't need the pup any more. Thanks 
a lot.” 


4) 


Here’s a blow-by-blow account of how 
contract negotiations were carried on re- 
cently between a famous foreign coloratura 
and an American impresario. 

The impresario had all but her signature 
on the contract. He was thwarted, how- 
ever, by the singer’s mother who kept 
whispering into her ear. The star consist- 
ently shook her head. 

The impresario raised his offer. Again 
Mama, who spoke almost no English, 
whispered urgently. 

The impresario jumped his price again 
and again until his limit was reached. 
Finally he said, “This is my best offer. I 
simply cannot go higher. Either you sign 
at this figure, or the contract is off.” 

“But certainly,” the star smiled, “of 
course, I sign.” 
| Then Mama plucked at her sleeve again. 
| The singer blushed and said, “my mother 
wants to know please where is the ladies’ 
| room?” 


Did You Know That? ... 


One hundred years ago it was widely 
held by good hostesses that to give more 
restful sleep to a person his head should 
face south. Thus these women with the 
welfare of their guests at heart did their 
utmost to arrange their sleeping accommo- 
dations on these lines. 


(Continued on page 94) 
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WAAANSHM 


EACH TABLET.CONTAINS 
CHLORPROPHENPYRIDAMINE MALEATE PLUS APC. 


SCHERING CORPORATION 
BLOOMFIELD, NEW JERSEY 


©i9s8, SCHERING CORPORATION. ALL RIGHTS RESERVED. 


CN-J-998 
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Philadeiphia i, Pa 


sf 


on 


Conforms to Code 
for Advertising 


acceptably flavored... 
your answer to tablet problems in anxiety 
and tension states 


e in children 
e in the aged 


e in all patients who reject tablet 


medication 
SUPPLIED: Suspension, 200 mg. per 5-cc. teaspoonful, bottles of 4 fluid 
ounces. Also available: Tablets, 400 mg., scored, bottles of 50; 200 mg., 


scored, vials of 50. WYSEALS" EQUANIL, tablets, 400 mg., vials of 50 


RELIEVES TENSION — MENTAL AND MUSCULAR 


for the first time, liquid m bamat : 
now, for the first time, liqui eprobamate ; 
a . ry 
mm 
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Dramamine 


brand of dimenhydrinate 


no matter what the patient's 
condition Dramamine can be 


In postoperative 


nausea and 
vomiting 


easily administered 


If your patient will not take 
oral medication or if acute 
vomiting, restlessness or the 
patient’s condition makes Dra- 
mamine orally impractical... 
Dramamine parenterally (am- 
puls) or rectally (Supposicones) 
will bring rapid relief. 


4 dosage forms. 


Tablets 
Ampuls 


SEARLE 


Liquid 
Supposicones® 


TONICS AND SEDATIVES (Continued) 


Some 10 years ago the medical profession 
in Britain became involved in a debate 
on which position the body found most 
beneficial to lie in for sleep. It was agreed 
by the majority that the most restful 
position was to lie facing south! 


monly recommended for smallpox was to 
take a bun from the shop of a person who 
when she was married did not change her 
name. The bun must not be paid for nor 
must the person be thanked for it. When 
this bun was given to the patient to eat, 
| the smallpox would be cured. 


The Practical Joker 
Long a_ fertile source of American 
humor is the practical joke. Sometimes 
this joke has no meaning. Other times 
there is a definite point. Here are two 
examples. 


This practical joke with a point concerns | 


Israel Putnam, a famous officer during the 
French and Indian War. 

A British officer, jealous of Putnam, 
| sent him a challenge. Receiving no answer, 
'the Britisher went to Putnam’s tent and 

found him sitting on a keg smoking a pipe. 
The Britisher demanded an explanation. 
“Well,” said Putnam, “I have never been 
good at firing pistols. If we fight with them, 
you will have an unfair advantage. Here 
are two powder kegs. I have bored a hole 
and inserted a small fuse in each. So if 
you will be good enough to sit down, I 
will light the fuses, and he who dares sit 
the longest shall be called the bravest.” 
The fuses burned slowly. The British 
officer was nervous and jumpy. When the 
fuses burned down to within an inch of the 
kegs, the English officer jumped up and ran. 

The kegs were full of onions. 

e 
Two eastern college boys once spent their 
summer vacation as temporary employees at 
Yellowstone Park. There was one geyser 
that spouted with clocklike regularity, and 
the college boys cooked up a scheme. 

The guide would arrive with a party of 

tourists. The boys placed themselves behind 
| the slope where the tourists could still see 
| them. They had a steering wheel and post 
from an old automobile, and they stuck the 
post into the ground. 


were able to judge the precise moment 
when the geyser would let go—it usually 
signaled with a couple of puffs of steam. 


(Continued on page 98) 


A century ago in Europe a cure com- | 


J.A.M.A., Dec. 13, 1958 


While the guide talked they pretended to 
busy themselves with hidden valves. They | 
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EACH TABLET CONTAINS CHLORPROPHENPYRIDAMINE MALEATE 
PLUS APC. © 1958, SCHERING CORPORATION, BLOOMFIELD, 


NEW JERSEY. ALL RIGHTS RESERVED. CN.J-898 
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hypo-allergenic cosmetics by Beauty Counselor 


Applied hygienically, in the home, by appointment, 
under a trained Counselor's guidance. 


Physicians are invited to use this coupon: 


Beauty Counselors, Inc., Grosse Pointe 24, Michigan 


® (C0 Please send me your qualitative formulas. 
(LEE (C0 Please arrange a home demonstration, without obli- 
gation, for my wife. P-128 


NAME 


CUSTOM-FITTED COSMETICS 


OFFICE ADDRESS. 


HOME ADDRESS. 


GROSSE POINTE, MICH. © WINDSOR, ONTARIO © LONDON, ENGLAND CITY 
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Continuing studies show 


Corn Oil can 


because it is rich 


The importance of Linoleates 


A good diet requires a balanced daily intake 
of carbohydrates, proteins and fats, along with 
an adequate supply of vitamins and minerals. 
Golden corn oil contains substances called 
linoleates...also important to nutrition and 
health. 

Your body cannot make linoleates, so it 
should replenish its supply. Of all popular food 
oils, Mazola Corn Oil is the richest source of 
the linoleates...and is free from cholesterol. 


Natural tocopherols 
Total unsaturated fatty acids 
Calories 


: 
> 4 
AN 
> 
oe EACH TABLESPOONFUL (14 GM) OF MAZOLA PROVIDES APPROXIMATELY: 


important health 


in the Linoleates 


Of all leading oils 
only MAZOLA’ is pure CORN OIL 


Every day, new evidence comes to light . . . corn oil 
is a valuable food! It is especially rich in linoleates 
... nutrients essential to health. 

Research findings also show that corn oil in 
controlled diets is often effective in lowering the 
cholestero! level of the blood stream. This may be 
significant because the fatty deposits which are fre- 
quently found in the blood vessels of patients with 
atherosclerosis contain large amounts of cholesterol. 

Nutrition authorities commonly recommend that 
from one-third to one-half of the total fat intake 
should be of the unsaturated type, whenever serum 
cholesterol control is a problem. The high content 
of important unsaturated fatty acids in Mazola, 
plus its other desirable characteristics, make it an 
oil of choice. 


Medical Department 
Corn Products Company 


CORN PRODUCTS COMPANY ee uname ai 17 Battery Place, New York 4, N. Y. 


FREE | 


LATEST LITERATURE REVIEW 


"Unsaturated Fats and 
Serum Cholesterol” i 


Please send me a free copy of your latest reference book 
“Unsaturated Fats and Serum Cholesterol.” 


NAME 


ADDRESS___ 


ZONE 


city STATE____ 


|| Technical Pamphlet “Facts about Mazola Corn Oil” also avail- 
able. Provides technical information on chemical and physical 
properties. Check here if you wish a copy of this pamphlet. 0 


Prepared asa special service for Physicians by Corn Products Co 
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SENILE PRURITUS- 
INFANT RASHES 
WINTER ITCH 


AVEENO 
“Oilated” 


Emollient Baths 


AVEENO “‘Oilated’’ Baths 
provide: 


the recognized relief of a 
soothing Aveeno Colloid Bath 


plus the skin-softening quality 
of emollient oils 


Active Ingredients: Aveeno Colloidal 
Oatmeal impregnated with a high per- 
centage (35%) of liquid petrolatum and 
olive oil (U.S.P.). 


AVEENO® “OILATED” 
is available in 10 oz. cans: 


AVEENO CORPORATION 
230 WEST 57TH STREET NEW YORK ¥. 


TONICS AND SEDATIVES (Continued) 


At the exact moment one of the boys 
would yell “Let her go, Charlie!” The other 
would swing the wheel, and the geyser | 
would shoot 150 ft. into the air. 

There may still be tourists who believe | 
the Yellowstone geysers are a_ gigantic 
| fraud. 
| e 


Anecdote 


Not long ago a patron of a restaurant in 
Chicago summoned his waiter and de- 
manded indignantly, “What is the meaning 
of this? Look at this piece of beef. Last eve- 
ning I was served with a portion twice 
the size of this.” 

“Where did you sit?” asked the waiter. 

“What has that got to do with it? I be- 
lieve I sat by the window.” 

“In that case,” smiled the waiter, “the 
| explanation is simple. We always serve 
| customers by the window large portions. It’s 
good advertising for the place.” 


Quotes of the Week 


“Tobacco is found in several southern 
states and in some cigars.” 

“A college is like a laundry. You get out 
of it just what you put into it, but you'd 
never recognize it.” 

One young lady talking to another: “I’m 
sure we met last year. I can’t remember 
names, but I never forget a dress.” 

| 

“A pessimist is a man who looks at the | 
world through morose colored glasses.” 


During the recent atomic bomb opera- | 
tions, a discussion arose as to what weapons | 
would be used in the next war: 
bombs, germs, or rockets. | 
“IT don’t know what weapons will be | 
used in the next war,” a young lieutenant | 
said reflectively. “But in the war after the 
next war they will sure be using spears.” 


atom 


| Official A.M. A. Auto 
| 


J.A.M.A., Dec. 13, 1958 


Determi- 
nations 


including: 


Albumin 
Amino Acids 
Amylase 
Bilirubin 
Blood Volume 
Bromide 
Bromsulphalein 
Calcium 
Carbon Dioxide 
Chloride 
Cholesterol 
Creatinine 
Creatine 
Cyanmethemoglobin 
Ethyl Alcohol 
Fibrinogen 
Galactose 
Gamma Globulin 
Glucose 
Hemoglobin 
Hydrogen lon 
Icteric Index 
Iron 
lactic Acid 
lead 
Lipids 
Magnesium 
N. 


Clinical 
Photoelectric 
* Colorimeter 


Write for descriptive Bul- 
letin 3406, also for Free 
copy of 12-page Introduc- 
tion to Clinical Photo- 
electric Colorimetry. 


180-page Reference Book 
available separately, 
Price $8.00. 


Phenols 
>. &. 
Phosphatase 
Phosphorus 
Potassium 
Protein 
RBC Count 
Salicylates 
Sodium 
Sulfa Comp. 
Thiocyanate 


Thymol Turb. 
Transaminase 
Urea Nitrogen 
Uric Acid 
Urobilinogen 
Vitamin A 
Vitamin C 
Zinc Sulphate 
17-Ketosteroids 


New York 16, N.Y 


INSIGNIA 


Distinctively the sign of a 
licensed practitioner of medi- 
cine. Embodies the Aescula- 
pian staff, the green cross. 
the initials ““M.D."" in du- 
rable hard-fired vitreous en- 
amels and gildine meta!. Copy- 
righted, numbered, registered 
Attaches to edge of license 
plate with clamp bracket. Sold 
to A.M.A. members only. Price 
$3.50. ( Complete.) 


535 NW. Dearborn St., Chicago 10 


“You're suffering from insomnia—go home and sleep it off!” 
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In your bag... 
ready for use... x} | 


IMMEDIATELY! 


therapy in transfusion reactions—INJECTION 


THE FIRST READY-TO-USE, 
SOLUBLE, 

ALL-PURPOSE 
PARENTERAL STEROID 


INJECTION HYDELTRASOL 


{ 


(Prednisolone 21-Phesphate) 


ADVANTAGES: 


1. Immediately effective—dramatic response in minutes 
2. Ready for use—needs no reconstitution or refrigeration 
3. In solution—flows readily through a small-bore needle 


SUPPLIED: In 2-cc. and 5-cc. vials, each cc. containing 20 mg. 
of prednisolone 21-phosphate as the di-sodium salt. 
Hydeltrasol is a trademark of Merck & Co., Inc. 


MERCK SHARP & DOHME opivision oF MERCK & CO., INc., Philadelphia 1, Pa. m0) 


PHYSICAL TRAUMA—INJECTION HYDE. its valve as 
: _ TRASOL meets the demands of sudden stress by | YDELTRASOL © 
levels. patients who are known or suspected reactors, 


naturally ! 


Parepectolin 


diarrheas 


(Rorer) 


containing 3 effective natural antidiarrheal agents: 


1. PAREGORIC 


for control of spasm 


Each fluidounce 
of Parepectolin 
contains: 


DOSAGE: 


2. PECTIN 3. KAOLIN 


for gel-forming action for detoxicant adsorption 


in-a delicious, creamy emulsion 


1.0 dram 
2.5 gr. 
85.0 gr. 


Paregoric (equivalent) 
Pectin 
Kaolin specially purified 


Adults, 1 to 2 tablespoonfuls, t.i.d. 


Children, 1 to 2 teaspoonfuls, t.i.d. 


OFFERED: 


(Continued from page 90) 


WANTED PHYSICIANS PSYCHIATRIC. 
trained; 
chiatric salary 


hospital dynamically oriented; 


$9,800 to $16,000 depending upon qualifications ; 
has excellent educational and cultural opportunities ; 
Amherst College and the University 
of Massachusetts. Communicate: Manager, Veterans Ad 
ministration Hospital, Northampton, Massachusetts c 


PATHOLOGIST—BOARD ELIGIBLE OR CERTIFIED: 


near Smith College, 


interested in forensic pathology; 


For further information write: 
Lafayette, 


. Zawadzki, MD, 400 E. 


Michigan (26). 


WANTED—GENERAL PRACTITIONER; WONDERFUL 
housing 
ce 1ilable on satisfactory terms; backing 
Maryland, 
at the be autiful rt hesape uke Bay; excellent boating, fish 
ing and hunting, investigation invited. David M. Nichols 
Stevensville, 


ppb po in fast growing, prosperous area; 
and office spe 


local civ located on Eastern shore; 


& Co., Kent Island Shopping Center, 

Maryland. 

WANTED—ASSOCILATE 
fied or Board eligible; 1 


OPHTHALMOLOGY ; 


tox TI 


ALLY able immediately on advantageous term 
1,105 bed Veterans Administration neuropsy 


CERTI 

» 30's or early 40's; offices and 

equipment new; near San Francisco; state references 
C, % AMA 


Bottles of 4 and 8 fluidounces. 


PHILADELPHIA 44, PA. 


OPPORTUNITY 
town and community of 1,500 persons; a w clinic 


supported the building of the clinic; 
minutes of town; housing 
churches; roads; community facilities. 
Ritchey, Lind, Washington 


range 


area ‘Contact H 


in 1,000 bed hospital; 


$10,000 with —T additional perquisites ; 
aries possible for Board physicians. Inquire: 
Veterans Administration Hospital, 
vania. 


HOSPITAL MEDICAL DIRECTOR AND 
tr r—170 bed Santa Cruz County Hospital, 
1,332 per month, new 112 bed chronic unit 
construction ; 
three years in practice of medicine, 


ment, 105 Soquel Avenue, 

PHYSICIANS—INTERNISTS, PATHOLOGISTS, 
thalmologists; including opportunities for those 
uates of accredited medical school; 
tory to: Box 7042 C, 


California. Repl Box 71 


NEEDED A DOCTOR FOR SMALL 


340 families 
within 
available; good se hools; 


GENERAL PRACTICE—FOR PSYCHIATRIC SERVICE | 
will train applicants who have 
pA. and enthusiasm: most positions start around 
higher sal- 
anager, 
Lebanon, 


requires active California medical license, 
one year in hospit: ai 
administration. Santa Cruz County Personnel Depa: - 
Santa Cruz, California 


ing 1 year internship; for major oil company with ex- 

tensive operations in the middle east; must be 

specialists must be 

Board eligible or ga Write outlining personal his 
MA. 


LOS ANGELES, 
MA 


J.A.M.A., Dec. 13, 1958 


SHAY MEDICAL AGENCY 
55 E. Washington Street 
Chicago 2, Illinois 
Service of Distinction since 1914 


| ADMINISTRATION: Med Dir, 
& grnd; between 40-50; 


adm. abilit 


clin. work w/cons. staff contact: 
splendid working conditions; perm. 
"ANESTHESIOLOGY : sm. Calif. hosp; work pleasant; fee- 
for-serv; dept has Cert Anes & nurse anes: coop staff 
GENERAL PRACTICE: (a) yng. man for assn. 
orp. in sm. ex-resort twn; well equip. new cl, 
w/new hosp in stages of expansn; to $15,000 
then full & equal prtnrshp (b) pract avail, 
. doc levng a/c family hith; can gross at least 
00 Ins 3 open 
sale price $15,000; 


$3000 do 

INDUSTRIAL: "SW firm; up-to-date Med Dept; requires 

min 2 yrs exp indus med & someone w/ potentialities 

of becoming supervisor of Clinical Div; wealth of info 
avail re radiatn med 

INSURANCE: qual Internist int in perm postn as Med 
Underwriter; sal open; good future; hrs. reg 

6 man orp. nr Chgo; $1000 start, Srtarshe 


MEDICAL ‘DIRECTOR: F/T; E; dermatological 
hse seeks doc w/pharm. inclinatns; should be fam- 

in med dept of pharm co; 

OBSTETRICS: GYNECOL OGY: w/abd surg; 
net start; asst FACS est 25 yrs; metropolitan area; 

OPHTHALMOLOGY: assoc in tremen pract in 
w/Cert eye man enjoying nati reputation ; $10-$12,000, 
then % until complete prtnrshp rechd; no strngs at- 


tached 
ORTHOPEDIC SURGERY: assoc. w/outstanding Chgo 
specialist; finan. arrangements open; good opptny for 


ng man 
. gr opptny. Cert or bo'd elig man, to 
; prtnrshp after 3 yrs; 


in extensive moderniztn of phys plant 
PHARMACEUTICAL: pref man w/ basic resrch trng or 
trng in | of specialties such as surg, ped, anes, etc; 
want somebody to become interested in a gen! solutn 
line & part. electrolyte balance; MW; to $14,000; 
must be under 40 
PHYSICIAN: med staff, airline, MW, must have exp or 
trng in aviatn med; $1000 mo 
PSYCHIATRIST: growing state hosp; Pac NW; 1700 pts, 
pes mental iliness; to $1000 mo & mtn 
GY: comb. priv offices & hosp pract serving 5 
osp on P/T basis: $18,000 Ist yr assured; 
STUDENT HEALTH: (a) F.T, duties: clinical, resrch, 
tehng in personal & PH to undergrads; $12,000 begin, 
i-mo vactn; MW (b) 2 staff vacancies; dept of 6 
phys; 13,000 students; $8000 min; MW 
RY: x foote GP; assn in E w/active 34 yr old 
0.000 poss start which can be doubled 


uadtsey! assoc to share 50/50 in pract now grossing 
$75,000; est 11 yrs; poss Univ affil; oil territory Okla 


Upon request one of our applications will be mailed to 
you. Write us today—a post card will do. 


YOUNG MD WANTED BY REPUTABLE PHARMA- 
ceutical firm in New York for their medical depart- 
ment; work includes evaluation of clinical research, and 
demands fair knowledge of pharmacology; working know- 
ledge in German desirable; please st age, education, 
experience, remuneration desired, and = availability 
Write: Box 7165 €, AMA, 


OBSTETRICIAN-GYNECOLOGIST — BOARD QUALI- 
fied or certified; under age 35; preferably one just com- 
pleting residency; to associate in private practice and 
partnership; choice suburb of Chicago; Illinois licensure 
required; professional and personal data requested, first 
reply. Box 7158 C, %o AMA. 


WANTED ASSOCIATE; MICHIGAN; GROWING 
general practice; fine community of 3,000; short drive 
from modern 80 bed hospital; full hospital privileges 
can be expected; commensurate with training and abil- 
ity; easy driving distance from universities and metro- 
politan areas. Reply to: Box 7089 © AMA. 


PRACTITIONER—CLASS A GRADUATE; 
xe 26; married; navy internship; Flight Surgeon; 1 
2 ur solo general practice; Tennessee and Mississippi 
license; ob-surgical extensive experience; desires loca 
tion northwest; south to southeast. Box 7151 C, % 
AMA 


GENERAL PRACTITIONERS — CALIFORNIA; WE 
have a number of OK appointments open in the 
San Francisco area unger general practitioners; 
no registration fee; adly. Pacific Coast 
Medical Bureau, Agency, 1404-1408 Central Tower, 703 
Market, San Francisco 3. c 


UNUSUAL OPPORTUNITY ; 
upper midwest university city; associate, not assistant, 
to asstume responsibility second office; new contempo 
rary medical building; teaching opportunity; busy sur- 
gical service; no investment or equipment needed, Box 
7139 C, % AMA. 


OPHTHALMOLOGIST 


PEDIATRICIAN — UNIVERSITY TRAINED; BOARD 
Certified for active department in large well known 
midwestern clinic consisting of Board Certified members 
only; commencing salary $15 . plus annual incre- 
and life insurance program. Apply: Box 
71 


‘LINICAL DIRECTOR—LARGE TB HOSPITAL FOR 
mentally il; Board Certification or eligibility in internal 
medicine and experience in chest diseases required; 
salary $14,000 and up depending upon qualifications; 
affiliation with medical college possible. Box 7136 C, 


% AMA 


WANTED—AMERICAN BOARD SPECIALISTS; PHY- 
sicians interested in group or private practice; teaching 
research, public hea'th of industrial medicine; National 
and international services. Our 62nd Year, Woodward 
Medical Bureau, 185 N. Wabash Avenue, Chicago. Cc 


(Continued on page 102) 
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deputy medical exam. 
Myo iner position available in newly equipped Wayne Coun- 
er ty Morgue on downtown Detroit; professional affiliation 
with Wayne State Univers ‘ Soh 
range $15,524 to $17,924. 
Edward S 
sh 


} 
; 
Pentobarbital sodium and Carbron apseal® and Elixir form. 


Nephenalin®, the square purple tablet that relieves asthma with utmost 
speed for 4 full hours, offers convenience and reassurance to your ambulant asthmatic 
patient. Placed under the tongue the NeEPHENALIN tablet quickly releases 10 mg. of 
Isoproterenol HCl, the potent homologue of epinephrine, for immediate opening of 
the airway. Swallowed, the NEPHENALIN tablet provides theophylline (2gr.), ephedrine 
(*8 gr.), and phenobarbital (% gr.), for sustained protection from asthmatic seizure. 
NEPHENALIN is available for your prescription in bottles of 20 and 100 tablets. Also 


available: NEPHENALIN Pediatric. Shes Leeming & Gene New York 17, N.Y. 


(Continued from page 100) WANTED — YOUNG PHYSICIAN TO WORK WITH 
group in well equipped clinic; salary range $1,200 to 
GENERAL PRACTITIONER TO JOIN MEDICAL $1,400 per month according to desire to work in indus 
xroup in city of 35,000; good conditions; ample fringe trial and private practice; house available. J. H. Murry, 
benefits, starting new income $15,000. Edward Vacher, MD, Gary, West Virginia e 
Jr., MD, Medical Director, Fairmont Clinic, Fairmont, 
West Virginia Cc GENERAL PRACTITIONER OR PEDIATRICIAN—IF 
you are interested in establishing a practice in Minne 
WANTED—GENERAL PRACTITIONER TO TAKE OV- sota, Rochester has the best to be offered. Contact: C. C 
er large, well established practice in Oregon town of Pagenhart, 217% South Broadway, Rochester, Minne- 
; with large surrounding drawing area; excellent sota 

hospital facilities in town; grossed $70,000 last year; 
leaving to specialize. Box 7179 C, % AMA. ORTHOPEDIC SURGEON—BOARD ELIGIBLE; OP 
portunity now available for equal status association 
POSITION with board orthopedist in southern California metropo 
mediately; hospital and private practice with possible lis; excellent gractice opportunities in ample new offices. 

eventual group partnership; isotope training necessary. Box 717 0c, MA. 
For details: P. S. Arthur, MD, 274 Young Hotel Build 
Cc 


J.A.M.A., Dec. 13, 1958 


The 
Medical 
Bureau 


900 North Michigan Avenue Chicago 


(AA99) Ass't dir, 1000 bed univ 
hosp; duties include tch'g, charge outpatient clinic; 
aay succeeding dir within few yrs; $15,000- 


$16,000. 
| ANESTHESIOLOGY: (B47) To organize, dir., anes group, 
estab later school of anes; 450 bed gen hosp affil med 
soheo!; fee-for-service or sal plus fee-for-service; 
NY. 


(BB28) Dir & ass't dir, pub hith; degrees in 
pub hith and exp req; pref overseas; $25,000 & $20,- 

boo respectively. (BB29) Chief of path, internist, jun- 

ior MD; new 300 bed gen hosp, JCAH; staff of 60 
MDs, 30 nurses, supporting staff of 666; 2-yr con- 


| tracts. 
| GENERAL PRACTICE: (F82) Ass'n, GP now averaging 


ing, Honolulu, Hawaii OPHTHALMOLOGIST — DIPLOMATE OR ELIGIBLE; | 


POSITION NOW OPEN--NEUROPSYCHIATRIST FOR 
om munity San Francisco Peninsula; close everything; 
general hospital with in and outpatient p: yehiatry and i ediate opening. Write: Box 7152 C, So AMA, witt 


neurology services; teaching and research opportunities ; 
affiliated with medical school. Write: Manager, Veter details, age, training, experience, etc. 


ans Administration Hospital, Coral Gables, Florida. C WANTED—OPHTHALMOLOGIST; MUST BE BOARD 
GENERAL PRACTITIONER—CALIFORNIA; ASSUME OF second man in department of an 
established practice with small investment for buildin established clinic of 21 Board or Board eligible men in 
rapidly growing area out of the smog. Continental Me large midwestern city; salary first year; participating 
ical Bureau, Agency, 510 W. 6th Street, Los Angeles 14. partner thereafter. Box 7135 C, % AMA 
c NEBRASKA—NORTH CENTRAL; GENERAL PRAC- 
WANTED—FULL TIME VHYSICIAN FOR RAILWAY; ticing physician soon wants associate with beginning 
must be eligible for lic 1s: in Virginia, West Virginia salary $1000 ber month; state education and qualifi- 
and Ohio. Box 7149 C, % AMA cations. Box 7155 C, % AMA 


outstanding opportunity for association in ideal com- | 


| 


| 
| 
| 


60-80 patients daily, 35 OBs mo; knowledge of Span- 
ish desirable, not req; $12-$15,000, ist yr: air-condi- 
tioned bldg; town, 10,000, lower Rio Grande Valley: 
yr round pleasant climate, excel. schools, good fish- 
ing, hunting. (*83) Ass'n, 20 man group; advanta- 
geous if qual. function as anesthetist for various mem- 
bers of surg. staff; univ. olty. Calif. (F84) Ass'n, 2 
SPs: res town, NJ, less than hour from NYC; partner, 


INDUSTRIAL (G94) Staff MD; major indus 
9000 Sty res town near med center, NY. 
INSURANCE MED CINE: (K45) Ass’t med. dir, 
pref internist subspecialty cardiology ; 
INTERNAL NE: (H7!) Ass'n, 
univ town, $i2 “$14, 000. (H72) Qual allergy or 
diabetes; 10 man Fia. (H72) Wit 
subspecialty in cardiology; 21 roup (5 inter- 
nists); coll town 40,000; Rocky Mt sta e. (H73) Will- 
ad to pursue work in radioisotopes; 17 man group: 
wing area, 200,000; N . Ca lif 
NEUROSURGERY: Board NS, head ao 
18 ; el 100, 000" serving com “gg 000; 5 
d teh’g hosp; 
n group; univ 100, - 
$14,000; univ town, 100,000, (E44) Jack- 
n ‘Cli Madison Wis 
| OBSTETRICS. GYNECOLOGY: (J43) Head dept, group 
recently founded; eventually 50 men whose offices will 
be confined to new 180 bed hosp; Hawaii; $16,000- 


| $18,000 
ORTHOPEDICS: (K85) Ass'n, 38 man clinic practicing 
as_ individuals, sharing overhead; min. uarantee 
0 mo; _ bresent orth netting over $6000; Calif 
Head dept, group recently founded: 


H metropolitan area, 
5 med schools; early percentage 
three; senior po- 
(M17) Ass'n, 
univ. town, N. Calif: 
partner status after 2d yr, producing income equal to 
| income of other partners. 

P & N: (P30) Neuropsy trained in EEG, eclectic psycho- 
therapies, clectroconvulsive therapy; ass’n group spe- 
cializing in P&N; univ city, short distance, NYC. 

RADIOLOGY: (R58) Ass'n, well estab rad plannin 
tirement; well equipped dept including cobalt; 

SURGERY: (U33) Chief of surg: newly estab clinic: 

7 d hosp; town, 28,000; finest hunting, fishing, So: 


$20,000. 
UROLOGY: (W54) Group ass’n; qual head dept; Fla. 


Please send for our Analysis Form. 


Burneice Larson DIRECTOR 


INTERNIST—BOARD ELIGIBLE FOR WELL ESTAB- 

| fished twenty-one man diagnostic and service clinic; 
southwestern city; 60,000; two excellent accredited 

hospitals ; gis. 000 to $12,000 pilus bonus. Reply: 
Box 7159 C, % A 


| WANTED PHYSICIAN TO TAKE OVER, EITHER 
temporarily or permanently; $ Ou0 net; suburban d 
lanta, Georgia; general practice ; ‘surge ry, pediatrics ; low 
expenses ; equipped office, living quarters ; will introduce 
Box 7147 C, % AMA. 


WANTED—PEDIATRICIAN; BOARD CERTIFIED OR 
Board eligible to join certified pediatrician in expand- 
ing clinic; Colorado Rocky Mountain area; generous 
guarantee; early acy ty with no investment re- 
quired. Box 7156 C, AMA. 


PHYSICIAN OR PHYSICIANS—JULY 18ST TO AUGUST 
26th; eight weeks; children’s co-ed summer camp; 100 
miles New York City. Write full details, marital status, 

age, background, salary, availability to: Box 7138 Cc, 

% AMA 


« 


ANESTHESIOLOGIST WANTED CHIEF OF SEC 
tion; 520 bed general medicine and surgery hospital 
affiliated with Vanderbilt Medical School; active teach 
ing program. Write: Manager, Veterans Administration 
Hospital, Nashville, Tennessee c 


RADIOLOGIST — NEEDED IMMEDIATELY FOR A 
minimum of three months; guaranteed salary $1,400 
r month without maintenance. Call collect or write: 
Mrs. A. Wilson Brown, 404 Woodside Drive, Shelby, 
North Carolina, c 


GENERAL PRACTITIONER—TO LOCATE IN LARG 
est thriving community in San Joaquin Valley, Califor 
nia; large population; wonderful opportunity; new 
offices. Box 7145 C, % AMA 


NEUROLOGICAL SURGEON WANTED FOR ASSOCIA- 
tion with established neurosurgeon; medical school 
teaching affiliation; salary; bonus ; Beara or Board eli- 
gible. Reply to: Box 7161 Cc, % AM 


YOUNG PHYSICIAN FOR DUTY WITH STATE INSTI 
tution for retarded children; furnished home with all 
utilities; $7,600 first year Superintendent and Medical 
Director, P. O. Box 208, Los Lunas, New Mexico. Cc 


(Continued on page 104) 
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For your ambulant asthmatic...“ Airin a hurry 
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without 


the shadow 
of doubt 


psy 


The safety and effectiveness of “Mysoline” in grand mal and psychomotor attacks 
is confirmed by four years Of successful clinical use in the United States. No 
irreversible toxic effets have been reported. Side effects, such as drowsiness 
and ataxia, are usually mild and transient..Therapy is easy to administer. 


Supplied: 0.25 Gm. scored tablets, bottles of 100 and 1,000. 


Brand of Primidon 


AYERST LABORATORIES + NEW YORK 16, NEW YORK + MONTREAL, CANADA 


“Mysoline’ is available in the United States by arrangement with imperial Chemical industries, Ltd. 
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J.A.M.A., Dec. 13, 1958 


OUR 62ND YEAR 


of the Awuwice tr 
medical pro medicine, 
(s) Assoc w/Allergist; allergy grant 
e genl; Northern California. 
ANESTHESIOLOGY : (ce) Assn w/ Bd anes estbd 10 yrs 
dept, 150 bd hsp; $1000 mo or 35% of net w 5% in- 
| creases ea 6 mo-until 50-50-reached; fee for service 
collections ; coll twn, Calif. 
DERMATOLOGY: (m) Hd dept: Cert or Elig: Assn 6 
man orp, 4 Dipls; 150 bd, JCAH hsps; early prtnr; 


MW. 

FOREIGN: (0) GP or Int Med; Amer co, 10,000 empls, 
asian country; excl facils, 500 bd hosp: sal coverg 
all livg expenses-house, servants, plus $450 mo, per- 
sonal savgs & $200 mo retirmt fund 

| eae PRACTICE: (p) Assoc w well estabd GP 

AGP; $13,500, rapid annual increases: MW. ( 


THE ,DIAPHRAGM w GP, esthd yrs; some major surg. ob 


to Bh see 30,000; prtnr; MW; (r) winter ped & ob 
| " assn., orp est 15 yrs; own hsp: Texas 

WITH THE INDUSTRIAL MEDICINE (o) Med Dir; pref some 
indus & Psy exper; to $20,000; East 


INTERNAL MEDICINE: (g) Assn; toe orp: 140 bd, 
4 JCAH hsp wige out-patient cl; about $13,000; city 
co G servg 400,000 PacNW. (h) Assn w2 Bd surgs & | 
4 Internist; $1000 mo & °% Ist yr; prtnr, 3 yrs; MW 
i q (i) One inter’d allergy; hd dept: 14 man orp, mostly 
COIL SPRING Diplis; tong est’d clinic; $1000 mo; increases each 6 
mos; full prtnr, 3 yrs; unt city 100,000, SW 

NEUROSURGERY: (b) Chief; to join well-est'd 

OFFERS You AND YOUR PATIENTS . x orp; very substantial financial arrngmts; NW. 
. OALR: (1) Oph; hd dept; 25 man orp: new million-dollar 
clinic affil'd w/150 bd, fully-apprvd hsp: to $16,000 
THESE BENEFITS univ city, MW. (m) Oto; Hd dept: new post: 5 man 
" orp; join as member—financially above average; tre- 

mendous medical centr; SW 
OB-GYN: (n) Hd dept; new post; 5 man Dipl orp: build- 
ing own 50 bd hsp; sal open—oppor $15-20,000; MidE 
Expressly designed to assure your patient ease of insertion and auto- ssn; oppor $20,000, Ist yr: no investment; 
new edical center, Calitornia 

matic placement. 3: (c) Hd dept, important cl-hsp fndtn; 
2. Conserves physician’s time by reducing fitting and instruction period. ige amt fractures; polio treatment centr; $18,000 guar: 
oppor $20-25,000; SW. (d) Exel 21 Dipt orp; new 
Patients learn readily and develop greater confidence because of the well-equip'd clinic; sal open; prtnr, 2nd yr; Florida 
ease with which they learn to place and use the diaphragm. 


(f) Dir dept; 135 bd hsp expndg to 210 
Affords excellent patient protection by locking in spermicidal lubri- : more than $25,000 yr; SE. (9) Qual'd 
cant and delivering it directly under and next to the os uteri. ; facils, 220 bd, gent, city, fully-apprvd 
Folds behind pubic bone with suction-like action forming a most R : (e) Assn_w Ped; $15,000 start; fine oppor 

“tive ri f prtnrshp; E. (f) Assoc w Dipl: new bidg 
effective barrier. $1,000 mo; prtnr tater; nr San Francisco 

6. Simple to remove. PHARMACOLOGY: (n) Direct & develop tge dept 

pharm; scientific div, nati'y-known labs; oppor rsrch 

When compressed, diaphragm forms into semi-curve or half-moon | & tchg; excl sal; nr ige univ city, Midwest 

shape (Fig. 1) a ot it to pass eaeny along floor of the vagina P : (¢) Psy; direct hith clinic; $15-19,000; plus priv 

beyond cervix ( 2) without any difficulty. No mechanical inserter | t: Neuro; 

or introducer is required (Fig. 2) since the KORO-FLEX will not 
$15. much oppor advance 

buckle or butterfly in form. HEALTH: (e) Internist; Dip! or Bd Elig 

KORO-FLEX (contouring) Diaphragm is suitable, not only w here serv dept, impor univ, 20,000 full é part time stud- 

ordinary coilspring diaphragms are indicated but for Flat rim (Men- ents; $15,000, increasg $17,500; 

singa) type as well. SURGERY: (1) Chief, vol, geni, CAN hsp, expandg 

also assn, * man orp: pref FACS well-qual'd abdom- 
inal gync, traumatic wk includg open-reductns: will 
May be used in bagel of =— net to $22,000; recommended: NW. (m) Assoc 
prolapse, cystocele or rectocele. . | w. FACS, grad Harvard Med; $100,000 yr; MW 
UROLOGY: (j) Hd dept, 10 Dipts, 2xpandg to 20 men: 
j : ip! w isotope trng; dir dept, fully- 

KORO-FLEX COMPACT 60 2 4 gent hsp: replace Chief retire 

Sanitary plastic bag with zipper closure. # : | » : $25,000 guar; oppor net much 

Diaphragm, tube KOROMEX Jelly (3 o7.), s ‘ ze . 4 Rad (appointee may select); guar 

Cream trial size). 20,000; near Med schis, E. 

PLEASE SEND FOR AN ANALYSIS FORM SO WE 
| MAY PREPARE AN INDIVIDUAL SURVEY FOR YOU 

Available at all prescription pharma- % d , | We offer you our best endeavors—our integrity—our 62 

a ; cies. Write for descriptive literature. Le | year record of effective placement achievement 

STRICTLY CONFIDENTIAL 

Fig. 3 


HOLLAND-RANTOS COMPANY; 145 HUDSON STREET, NEW YORK 13, N. Y. WANTED—PHYSICIAN QUALIFIED AND EXPERI 
general medicine for employment with the 
States government; the position is located 
Washington, D. C., but applicant must be willing 
travel occasionally as well as accept assignment 
seas; must be United States born citizen 
Class A U. S. medical school; under 45 yea 
and have completed military obligation; 
per annum; additional allowance if i 
include all pertinent data in initial reply. Box 7033 C, 
AMA 


(Continued from page 102) LOUISIANA — NEW ORLEANS AREA; OPENINGS | I Gall 
available for staff psychiatrists in modern, 492 bed state Hospital affiliated with George Washington Univeraits 
ANESTHESIOLOGIST—QUALIFIED ANESTHESIOLO- psychiatric hospital currently in process of own research Medionl Gchool; extensive research factliti 
“gist for well equipped, modern, progressive New Jersey Uni- including cancer, geriatric, general medical 4 
excellent opportumity; salary open. Box 7158 reat Medical he under 50} cal research, radioisotope and pulmonary 
C, % AMA ’ age, eligible for licensure in Louisiana oratories; located 76 miles from Washington 
INTERNIST—QUALIFIED OR CERTIFIED TO PUR- ave completed at least 1 year’s residency training; sal- to Mansaer, Waicaar Bieaaiescion Ci ter, Martins 
chase and assume growing practice in southwestern ary range for psychiatrists who have completed formal Want 
teaching center; easy terms; leaving because of family residency training is $10,800 to $15,000 = pe ~¥4 an ure, e rginis 
obligations. Box 3907 C. AMA. directly | PHYSICIAN INTEI ED IN PULMONARY DIS 
GENERAL PRACTITIONER WITH SURGICAL BACK- opposite beautiful Fontainbleau State Park; furnished eases for 170 bed state supported tuberculosis hospital ; 
ground for surgeon in clinic group associated with hos housing on hospital grounds | available; Greater New Or- established 3 years; active surgical program, out-pa- 
pita! in south central Kansas; salary plus. Box 7164 C, leans Expressway stretches 24 miles across Lake Pont- tient service, x-ray and laboratory; consultants in all 
% AMA chartrain providing speedy access to a cosmopolitan prego U. 8S. citizenship and Alabama medical li 
city. Apply to: Dillon J. Blount, MD, Superintendent, jense OF eligibility therefore require salary $8,500 to 
ANESTHESIOLOGIST—TO ASSOCIATE WITH BOARD Southeast Louisiana Hospital, Mandeville. Louisiana. C $1,500 depending | on qualifications; quarters 
Certified anesthesiologist in fee-for-service private prac- made available. Apply: Medical Director, Sixth 
tice; upstate New York City of 30,000 ; must be Board WANTED — GENERAL PHYSICIANS; UNDER 35 trict Tuberculosis Hospital, 800 St. Anthony Street, 
Certified or eligible. Box 7177 C, AMA | time practice, Mobile, Alabama Cc 
evelop interest, consultation with specialists avail- 
NEED ANESTHESIOLOGIST TO JOIN CALIFORNIA able in professional care program of 10 Miners Memo- | POSITIONS AVAILABLE FOR PHYSICIANS WITH 
group; wonderful opportunity for well qualified man; rial Hospitals; full time positions with starting com- | United States Government; must be willing to serve in 
salary first year then full partnership. Box 7169 C, % $12,00 r; yt per the United States; or on two year assignment overseas 
AMA. ey for July must be U. S. born citizen; graduate of U. 8. Class A 
» citizenship and eligibility for licenure in en medical school; well qualified in general practice of 
ORTHOPEDIC SURGEON WANTED—TO JOIN TWO tucky, Virginia, or West Virginia required. For details, medicine; under 45 vente of age, and have completed 
general surgeons serving southwest town more than address: The Clinical Director, Miners Memorial Hos. military obligation; iF $10,000 per annum; addi 
40,000; new clinic building fully equipped; Board eli- pital Association, 1427 Eye Street, N. W., Washington tional allowances while assigned overseas; initial reply 
gible or certified. Box 6465 C, % AMA , B. ©. must provide summary personal, professional, and mili 
RETIRED PHYSICIAN FOR FLORIDA HEALTH RE- NTED — PEDIATRICIAN TO JOIN SIX MAN| ‘#ry background. Hox 6857 C, % AMA 
sort Sanatorium; fee basis; light work; White Sulphur oup July, 1959; salary plus opportunity at partner . , 
Springs, Inc., White Springs, Florida € ship; located in Missouri. Box 7129 C, % AMA (Continued on page 108) 
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Sterile Strip Pack Sutures 


Gen Closure — Atrawmet«® 
Chromic 
in excess of 77 Inches 
MOM-BOILLABLE Product 4548 
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CONTAMINATION THE 
SUTURE LEVEL! 
ELIMINATE ALL JARS 
SOLUTIONS WITH NEW 
PACKAGED 
D&G SURGILOPE 


SUTURES 


With exclusive D&G double-envelope strip 


pack sutures each sterile, sealed inner en- 
velope is individually protected until the 
actual moment of use! Bulk storage in jars 
and solutions—with all its accompanying 
uncertainties—is outmoded. A new standard 
of safety at the suture level is established. 


and non-absorbable! 
CYANAMID 


AN CYANAMID COMP. 


Producers of Davis & Geck Brand Sutures and Vim® Brand Hypodermic Syringes and Needles. 
Sales Office: Danbury, Connecticut. Distributed in Canada by: Cyanamid of Canada Limited, Montreal i6, P.Q. 


7 
| 
é 
np Now available in a complete suture line—absorbable 
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first on the list 
HYDROCHLORIDE TRIHEXYPHENIDYL HCI LEDERLE 
ARTANE:is éttective in all forms of Parkinsonisi, cardiac, hypertensive, 
strong antispasmodic action over prolonged periods of trea ARTANE is 


J.A.M.A., Dec. 13, 1958 
MEDICAL PLACEMENT 
EMPHASIZING SOUTHERN 
OPPORTUNITIES 


Ruby Roberts, Dir. 
15 Peachtree Place N. W. 
_ Atlanta 9, Georgia 


VACANCIES — SENIOR PHYSICIANS WITH MINI 
mum of three years psychiatric experience; 
opportunities for advancement; salary rate $ 
$10,200 depending upon applicant's training and « 
riences annual increments; nominal deductio m for co 
plete family maintenance; fully approved larg ster 
mental hospital with three year accredited res rans 
training progress; must be eligible for licensure in 
Connecticut, Box 6957 C, % 1A 


PHYSICIANS WANTED TO FILL ATTRACTIVE 
positions in all parts of the United States; distinctive 
openings; both full and part time; are availabl« 
specialties with industry, institutions; private 
tions and groups; an application will be mail: 
within 24 hours of your request. Write now to 
Ronni, Director, National Placement Department 
Garland Medical Placement, : st Washington 
Street, Chicago 2, Illinois, Andover 3-0145 


WANTED — PEDIATRICIAN; BOARD ELIGIBLE OR 
certified; for 20 man well established specialty group 
and department; medical school affiliation; associated: 
excellent expanding 130 bed hospital; junior partnership 
after two years; good salary: travel expenses _ ap- 
plicants invited for personal interview. Ap Or. 
Holzer, Holzer Hospital and Clinic, 

io. 


POSITIONS AVAILABLE—VETERANS ADMINISTRA 
| tion outpatient clini for neuro-psvchiatric examiner 
and chief, mental hygiene clinic; salary up to $16. 000 
per year; 40 hour week, paid vacation, retirement 
insurance plans; U. S. citizenship and licensure 

state required. Address inquiries to: Personne! 
Veterans Administration Office, 36 South Penn 

Street, Indianapolis 9, Indiana 


‘CONSISTENT 


; a not certified as staff anesthesiologist; 

23 bed weneral hi mpital; university af) ated; citize 

MEANING FUL ship required; state license in any state acceptable ; sal 
ary dependent applicant's qualifications ring en 

; fits. Apply to: Dr. Richard J. Ireton, Chief, Su 

Service, Veterans Administration Hospita 


ACCURACY 
PHYSICIAN WANTED IN SOUTHE ASTER NAR 
’ to join medical staff of cooper ¢ ) 
allowances; private practice perm 
nished in corporation hospital; 
town of 15,000 in heart 

rite to: Assistant Chief Surgeo 

ation, Douglas Hospital, Do 
ing personal and professional backer 


WANTED—BOARD CERTIFIED RADIOLOGIST; FOR 
full time hospital practice in professional care program 
of the Miners Memorial Hospitals; starting compensa- 
tion $20,000; progressive pay scale. For details address: 
The Clinical Director, Miners Memorial Hospital Asso- 
ciation, 1427 Eye Street, N. W., Washington 5, D. 


The ever-increasing interest in intra- WANTED—INTERNIST; UNDER 35; BOARD QUALI 
prefer interest n chest disease and allergy but not 
i 


arterial pressure emphasizes today’s essential ; ha recent coronary and must dv 


‘ly equipped; new, modern office 


need for a meaningful degree of ac- ae no inve ‘De ne 
curacy in its measurement. 


; send complete details first letter tox TOUT C, * 
\ 

WANTED—BOARD CERTIFIED PATHOLOGIST; FOR 
The use of a true mercury-gravity in- professional care program 
> of the iners emoria ospitals; starting compensa- 
strument assures you of consistent, tion $20,000; progressive pay scale. For details address : 
The Clinical Director, Miners Memorial Hospital Asso- 


dependable bloodpressure readings. ciation, 1427 Eye Street, N. W., Washington 5. D. C. 


WANTED—OBSTETRICIAN-GYNECOLOGIST; BOARD 
Certified or eligible to join established group in south- 
western Pennsylvania; present staff of 45 1 
ists; located in modern, well equipped : 
stipend of $16,000-$25,000; depending on qualifications; 
annual vacation and study periods. Write: Box 7103 ¢ 

1A 


% AN 


NEEDED—YOUNG GENERAL PHYSICIAN BY FOUR 
man group in growing rural West Virginia program; 
modern clinic facilities, regularly visiting specialist 
consultant staff, scheduled training and vacation peri- 

(Continued from page 104 POSITION AVAILABLE—VETERANS ADMINISTRA- | Starting range $1 jepending on qualifca- 

wun ) tion regional office for medical officer in medical adjudi- tions. Box 7058 C, % AMA 

PSYCHIATRISTS — BOARD OR ELIGIBLE FOR cation; starting salary $8,810 per year plus periodic in- 
Chiet, NP service in 450 bed GM&S hospital with small retire hour vac ation. sick leave, 
acute intensive therapy NP service so hav a 0 etirement and insurance plans; S. citizenship anc 
tor Chief Mental Hyaiene Clinie; ay any state Address inquiries to: MEDICAL WRITER 
I’sychology members available; clinic located within Personnel cer, Veterans Administration Regional 
active 450 GM&S hospital; salary for either position to Office, 36 South ‘Pamaytvente Street, Indianapolis 9, 

$16,000 depending on qualifications; liberal vacation Indiana. Cc 


Opportunity available for 
and retirement benefits; citizenship required. Contact 


Manager, Veterans Administration Center, Shreveport, PRACTITIONERS young physician in Professional 
Louisiana, y wantec penings for physicians in a general medical | . . 
‘i bs clinic and as a ward physician on the medical service Service Department of Medical 
PSYCHIATRISTS WANTE — Psyc STs in a university affiliated 823 bed Veterans Administra- 
for with the United tom General eltisenship and say state medical Division. Should have ability and 
siring career opportunity to work in a clinical sett s icense required; salary $9,890 to $13,058 dependent on . . . rH * os 
well as active research program in close association with bene Apply interest in medical writing. Clini- 
well qualified psychiatrist in a small \ r. A. Tomasulo, Director, Professional Services, Vet- 
vidual attention: must be erans Administration Center, Dayton, Ohio. cal or laboratory research ex- 
years of age; United States born citizen, graduate of . i i 
Class ‘A medical school; salary $10130 to $11,393 per | PHYSICIANS WANTED — GENERAL MEDICAL AND perience desirable. Please send 
annum; include summary: personal, professional and needec with psychiatric patients com lete resume to: 
military background. Box 6697 C, % AMA. n 2,400 bed hospital near Chicago; salary range $6,505 | Pp 
> additional if ard Certified not t 16,000; 
WANTED GENERAL PRACTITIONER UNDER 40 TO ageroved three year Daychiatric seaidemay tn conjunction Technical Employment Coordinator 
replace one partner leaving; large unopposed semi-rura with Northwestern University; citizenship required. 
general practice in east central Illinois; clinic ty y s 8 s 
sroup practice; full staff privileges in ne: aon Manager, Veterans Adminis THE UPJOUN COMPANY 
pitals; $1,000 per month for first six months; $1,200 _, : 28 Kalamazoo, Michigan 
for second six months; partnership in one year; two WANTED — PEDIATRICIAN; TO PRACTICE WITH . 9 
weeks vacation; no expenses except automobile; modern | group in east Texas town of 10,000; serving an area of 
clinic facilities aeeses two-way radio communica- | 50,000; office furnished; salary open; with opportunity | 2 
tion. Box 7044 C, % AMA } for partnership. Write: Box 7116 C, % AMA. | (Continued on page 112) 
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adrenal insufficiency INJECTION HYDELTRASOL. blood loss, INJECTION 
ither intravenous or int route, meets. th - 


THE FIRST READY-TO-USE, 
SOLUBLE, 
ALL-PURPOSE 


ready for use. 
PARENTERAL STEROID 


INJECTION HYDELTRASOL 


(Prednisolone 21-Phosphate) 


{ 


ADVANTAGES: 
1. Immediately effective—dramatic response in minutes 
2. Ready for use—needs no reconstitution or refrigeration 


3. In solution—flows readily through a small-bore needle 


SUPPLIED: In 2-cc. and 5-cc. vials, each cc. containing 20 mg. 
a prednisolone 21-phosphate as the di-sodium salt. 
Hy I is a trad k of Merck & Co., Inc. 


MERCK SHARP & DOHME opivision oF MERCK & CO., INC., Philadelnhia 1, Pa. Oo 
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A NEW SKELETAL 
MUSCLE RELAXANT 


RosaxINn — synthesized in the Robins Research Laboratories, and 
intensively studied for five years— introduces to the physician an 
entirely new agent for effective and well-tolerated skeletal muscle 
relaxation. ROBAXIN is an entirely new chemical formulation, with 
outstanding clinical properties: 
e Highly potent and long acting.** 
Relatively free of adverse side effects.'”***7 


@ Does not reduce normal muscle strength or reflex activity 
in ordinary dosage.’ 

e Beneficial in 94.4% of cases with acute back pain 
due to muscle spasm.'***” 


CLINICAL RESULTS woe 


DISEASE ENTITY 


Acute back pain due to 


(a) Muscle spasm secondary 
to sprain 


(b) Muscle spasm due to 
trauma 


(c) Muscle spasm due to 
nerve irritation 


(d) Muscle spasm secondary 
to discegenic disease 
and postoperative 
orthopedic procedures 


Miscellaneous (bursitis, 
torticollis, etc.) 


/ 
ignificant Ko r 
esearch discovery: 
4 
ba 


(Methocarbamol Robins, U.S. Pat. No. 2770619) 


Highly specific action Beneficial in 94.4% of cases tested 

RosaAxIn is highly specific in its action on the When tested in 72 patients with acute back 
internuncial neurons of the spinal cord — with pain involving muscle spasm, ROBAXIN in- 
inherently sustained repression of multisyn- duced marked relief in 59, moderate relief in 
aptic reflexes, but with no demonstrable effect 6, and slight relief in 3 — or an over-all bene- 
on monosynaptic reflexes. It thus is useful in ficial effect in 94.4%,*.**7 No side effects 


the control of skeletal muscle spasm, tremor and occurred in 64 of the patients, and only slight 
other manifestations of hyperactivity, as well side effects in 8. In studies of 129 patients, 
as the pain incident to spasm, without impair- moderate or negligible side effects occurred 
in only 


ing strength or normal neuromuscular function. 


WITH ROBAXIN IN ACUTE BACK PAIN‘. 2.4.¢.7 


NO. DURATION RESPONSE 
CASES gnaamaent DOSE PER DAY (divided) marked med. slight nog! SIDE EFFECTS 
18 2-42 days 3-6 Gm. 17 1 0 © | None, 16 
Dizziness, 
Slight nausea, 3 
13 1-42 days 2-6 Gm. 8 1 3 1 | None, 12 
Nervousness, 
5 4-240 days 2.25-6 Gm. 4 1 0 0 | None, 5 
30 2-28 days 1.5-9 Gm. 24 3 0 3 | None, 25 
Dizziness, 1 
Lightheaded- 
ness, 2 
Nausea, 2 * 
3-60 days 4-8 Gm. 6 | None, 6 
*Relieved on 


References: 1. Carpenter, E. B.: Publication pending. 2. Carter, 
C. H.: Personal communication. 3, Forsyth, H. F.: Publication 
poe 4. Freund, J.: Personal communication. 5. Morgan, 
A. M., Truitt, E. B., Jr., and Little, J. M.: American Pharm. Assn. 
46. 374, 1957. 6. Nachman, H. M.: Personal communication. 
D.: Publication pending. 8. Truitt, E. B., Jr., and 
Little, J. M : J. Pharm. & Exper, Therap, 119:161, 1967. 


Indications — Acute back pain associ- 
ated with: (a) muscle spasm secondary to 
sprain; (b) muscle spasm due to trauma; 
(c) muscle spasm due to nerve irritation; 
(d) muscle spasm secondary to discogenic 
disease and postoperative orthopedic 
procedures; and miscellaneous conditions, 
such as bursitis, fibrositis, torticollis, etc. 


Dosage — Adults: Two tablets 4 times 
daily to 3 tablets every 4 hours. Total daily 
dosage: 4 to 9 Gm. in divided doses. 


Precautions — There are no specific con- 
traindications to Robaxin and untoward 
reactions are not to be anticipated. Minor 
side effects such as lightheadedness, dizzi- 
ness, nausea may occur rarely in patients 
with unusual sensitivity to drugs, but dis- 
appear on reduction of dosage. When ther- 
apy is prolonged routine white blood cell 
counts should be made since some decrease 
was noted in 3 patients out of a group of 
72 who had received the drug for periods 
of 30 days or longer. 


Supply — Robaxin Tablets, 0.5 Gm., in 
bottles of 50. 
A. H. ROBINS CO., INC., Richmond 20, Va. 


Ethical Pharmaceuticals of Merit since 1878 
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FOR YOUR 


Anginal Patients 


TABLETS CONTAINING PENTAERYTHRITOL (PETN) 10 MG. AND RAUWILOID® 
(ALSEROXYLON) 0.5 MG. 
Gives new courage to the anginal patient because it 
relieves anxiety and provides prolonged coronary vaso- 
dilatation. 
Fear of the next attack is replaced by pulse-slowing, 
pleasantly tranquilizing effects which lessen severity 
and frequency of anginal attacks. 


e Reduces incidence of attacks 
Reduces severity of attacks 


Reduces or abolishes need for 
fast-acting nitrites 


Reduces tachycardia 


Reduces blood pressure in 
hypertensives, not in 
normotensives 


e Increases exercise tolerance 


Produces demonstrable ECG 


DOSAGE: One to : 
improvement 


two tablets q.i.d., 


before meals and 
on retiring. Exceptionally well tolerated 


NORTHRIDGE, 
CALIFORNIA 


PATHOLOGIST — EXCELLENT OPPORTUNITY FOR 


Continued from page 108 | 
(Ce ed f ance ) | private practice in pathology to serve a population area 
of 


or qualified; 175 bed general hospital; loc ated at Loc dical 
port, New York near Buffalo and Niagara Falls; excel- a man who will contribute to our present high medica 
lent opportunity for qualified man; liberal personnel standards. Write: Administrator, W. R. Coe sohmeaiaie 
policies; salary open; Direct correspondence to: Joseph Hospital, Cody, Wyoming. 
laha, S ck Me iz spital, 
Superintendent, Lockport Memorial Ho: INTERNIST WANTED—BOARD ELIGIBLE; NORTII 
: lowa town; 30,000 shopping center for rich farming and 
striz area ass iniernist and two 
PHYSICIANS—INTERNISTS, PATHOLOGISTS, OPH- industrial association with we 
thalmologists; including opportunities for those finish- $12,000 building 
ing 1 year internship; for major oi] company with ex- B 4046 
tensive operations in the middle east; must be grad- ax BC, % f 
uates of accredited medical school; specialists must be 
Board eligible or ce rtifled. Write outlining personal his- ROLDGIST 
tory to: Box 7042 C, % AMA. Section in active 459 bed GM&S hospital; salary to 
: $16,000 depending on qualifications; citizenship re 
quired; liberal vacation and retirement benefits; desir 
able community; Contact: Manager Veterans Adminis 
‘enter, Shrevepor' siana. Cc 
of the Miners Memorial Hospitals; starting compensa- tration Center, Shreveport, Louisiana 
tion $18,000-$20,000; progressive pay scale. For details | SURGEON—FULL TIME; SHOULD BE BOARD CER- 
address: The Clinical Director, Miners Memorial Hos- tified, Board qualified or surgeon who has completed 
ter Association, 1427 Eye Street, N. W., Washington, approved residency and desires preceptorship appoint 
Cc. c ment to complete requirements for Board certification; 
PHYSICIAN WANTED FOR 200 BED CHRONIC DIS salary commensurate with 
SICIAN WANTE 2¢ ONIC S- rans Administration Center ountain ome en 
ease and tuberculosis hospital; large outpatient depart- : Cc 
ment; attractive location; starting salary $9,000 per year a a 
and up depending on qualifiications; part maintenance; WANTED—GENERAL PRACTITIONER UNDER 40; 
must be eligible for Michigan license; give complete ann we Long Island community; 40 miles from New 
outline of educational and gy experience with York; good salary; doctor planning to limit his prac 
first letter. Write: Box 7104 C, % AMA tice to specialty. Reply to: Box 7056 C, % A 


" 50,000; fully approved hospital facilities and cooper- | 
FULL TIME CLINICAL PATHOLOGIST: C ERTIFIED ative medical staff in progressive western city; we need | 


J.A.M.A., Dec. 13, 1958 


WANTED—BOARD CERTIFIED ORTHOPEDIC SUR- 
geon; for full time hospital practice in professional 
care program of the Miners Memorial Hospitals; start- 
ing compensation $20,000-$22,.000; progressive pay scale. 
For details address: The Clinical Director, Miners 
Memorial Hospital Association, 1427 Eye Street. N. W., 
Washington, D. C. c 


GENERAL PRACTITIONERS INTERESTED IN PSY- 
Yacancies exist for several full time physicians; 

> and willing to learn at Veterans Administra- 
Chillicothe, Ohio; located forty miles 

mbus, Write: Manager, Veterans Admin- 

ation Hospital, Chillicothe, Ohio Cc 


WANTED BOARD CERTIFIED SURGEON ; GENERAL 
practitioner, pediatrician; heart of West Virginia's va- 
cation land; excellent swimming, hunting, fishing; pop- 
ulation 12,000; new hospital privileges; good conditions; 
energetic man should earn $20,000 first year. Box 

T7098 C, % AMA 


Ww \NTED PHYSICIAN TO TAKE OVER ACTIVE 
general practice in southern Lilinois near St. Louis; 
grossing over $30,000 yearly; completely equipped office; 
three open staff hospitals within twenty minutes; home 
available; very easy terms; present physician leaving to 
specialize. Box 7090 C, % AMA 

SURGICAL ASSOCIATE—FOR BUSY, YOUNG GEN- 
eral practitioner in northern Mountain area; preference 
for someone with surgical Boards: however, surgical 
training of some degree and experience acceptable; to- 
cation in heart of fine 1. and Santas area; if in- 
terested, write: Box 7109 C, MA 

RADIOLOGIST—BOARD OR KLIGIBLE, FOR CHIEF 
of Service in active 450 bed GM&S hospital; 
$16,000 depending on qualifications; 
quired; liberal vacation and retirement benefits; 
able community, Contact: Manager, Veterans Adminis- 
tration Center, Shreveport, Louisiana 2 


| GENERAL PRACTITIONER W ANTE D—TO JOIN SEV- 


en man group; salary open; asing the second year; 
then equal partnership; two “he urs West 
building four years old; completely : 

proved hospital across the street: 

igible. Box 7048 C, % AMA 


| OTOLARYNGOLOGIST. OPHTHALMOLOGIST AND 


pediatrician—Board certified or qualified to join es- 
tablished 17 man group in new building in three college 
city of 70,000; three modern hospitals with open staffs; 
200,000 surrounding cre adjacent to Minnesota 
lake resorts. Box 7015 C, AMA. 


CERTIFIED PSYCHIATRIST; MUST BE AMERICA 
graduate; interested in helping teach residents; three 
year approved residency; $14,700 to $21,000 1 
in lieu of family maintenance. Write: W. ¢ 
MD, Superintendent, Mental Health Institute, ¢ “een 
lowa 

STAFF PHYSICIAN doe seg, STATE HOSPITAL 
for mentally devicient; gradu Class A school; salary 
$8,400 to $9,000; unfurniahes 1 residence for fam 
ily; near new i t f $e rida Medical School 
Apply: C. H arter, MD, Medical Director, Sunland 
Training Center, Gainesville, Florida Cc 


ORTHOPEDIST AND UROLOGIST— BOARD CERTI- 
fied or qualified to join established 17 man group in 
new building in three college city of 70,000; three mod- 
err hospitals with open staff; 200,000 surrounding popu- 
ge cata to Minnesota lake resorts. Box 7014 C, 
% 


"AMILY PHYSICIANS IMMEDIATE OPENINGS 
with medical group; southwestern Pennsylvania: excel 
lent educational opportunities L annual vacation 
and study period; net starting income $12,000 to $17,000 
depending upon training and experi ; ho investment 
required, Write tox C, 


| A GROWING GROUP OF FOUR PRACTITIONERS IS 


interested ~onta ra oard Eligible internist; ex 
ation; very good 

partnership arrangement; going into new clin 

ing to be financed by present partners. Box 7043 

AMA 

WANTED--GENERAL PRACTITIONER FOR ESTAB 
lished medical group 20 miles north of Pittsburgh; ex 
cellent educational program; paid annual and study 
leave; net maximum starting income $15,000 year; no 
investment required. Write: Box 344, Russellton, Penn 
sylvania ‘ 

ANESTHESIOLOGIST—BOARD ELIGIBLE; TO WORK 
with six anesthesiologists in 480 bed private general hos 
pital; guaranteed minimum first year; full partnership 
three years. Write: Samuel Rochberg, MD, Sinai Hos 
pital of Baltimore, Inc., Baltimore 15, Maryland S 

INTERNIST BOARD ELIGIBLE OR CERTIFIED 
with subspecialty in either medical chest or peripheral 
vascular disease; well established group 20 specialists 
located in new building midwestern university city of 
125,000. Box 7077 C, % AMA, 

GENERAL PRACTITIONER—LOS ANGELES VICIN 
ity; excellent working conditions; starting salary from 
$1,000 monthly; percentage, when qualified event ual 
partnership if adequate. Write: P. O. Box 2132, Ingle- 
wood 2, California Cc 

GENERAL PRACTITIONER—ILLINOIS RICH AGRI- 
cultural area; associate in new two man office; 
vestment; salary or percentage; graduate of 
medical school; give enxea and professional qualifi- 
cations. Box 7085 C, 

WANTED Pr EDIATRIC IAN, OTOLARY NGOLOGIST 
and internist for a well established clinic with central 
and suburban divisions in a large southern city; salary 
with potential partnership after 3 years. Box 7095 C, 
% AMA 

WANTED—GENERAL PRACTITIONER FOR 45 BED 
modern, well equipped hospital and clinic in west Texas 
to associate with small group; liberal free time and 
vacation; starting salary $15,000 annually with excel- 
lent opportunity for advancement. Box 7030 C, %o AMA 

WANTED—THOROUGHLY QUALIFIED PHYSICIAN 
for general practice and industrial work; must have 
Ohio state license and be affiliated with an academy of 
medicine in Ohio er some other state. 200 Republic 
Building, Cleveland 15, Ohio. c 


WANTED—GENERAL PRACTITIONER AND 


0 $16,000. Gallipolis State 
Institute, Gallipolis, Ohio. c 
WANTED—PEDIATRICIAN; WHO IS YEAR AROUND 

sports minded; ready to give up strenuous solo practice 
tor six doctor specialty clinic in college community. 
Write: R. H. Welding, MD, Ellensburg, Washington. C 


(Continued on page 114) 
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prevents painful engorgement New 2-day 


(chlorotrianisene) 


over 3,000 patient studies’** have proved TACE 12 mg. unsurpassed? in 
prevention of painful breast engorgement. Now, these same advantages are available 
in a shorter term 2-day course of therapy with TACE 25, mg. capsules.? 


recurrent engorgement and withdrawal bleeding rare’** (just 3 cases 


of refilling and 9 of withdrawal bleeding among 3,251 patients), because TACE is 
longer acting. TACE 25, mg. retains these advantages of unique storage in body fat. 
All TACE forms are released gradually, like a natural hormonal secretion, even after 
therapy stops. 


ALSO NEW TACE with Ergonovine—convenient, combination therapy for relief of painful breast 
engorgement and prevention of postpartum hemorrhage due to uterine atony.? (Composition: Each 
capsule contains TACE 25 mg. and Ergonovine Maleate o.1 mg.) 


dose for both forms: 2 capsules every six hours for six doses, begin- 
ning immediately after delivery. 


1. Nulsen, R. O. et al.: Am. J. Obst. & Gynec. 65:1048, 1953. 2. Nulsen, R. O.: Con- 
current administration of TACE and Ergonovine, Ohio State M. J. (in press). 3. Bennet, 
E. T. and McCann, E. C.: J. Maine Med. Assoc. 45:225, 1954. 4. Eichner, E. et al.: 
Obst. & Gynec. 6:511, 1955- TRADEMARKS: “TACE WITH ER@ONOVINE,’ TACK Another Exciusive Product of Original Merrell Research 
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J.A.M.A., Dec. 13, 1958 


BOOKS RECEIVED 


Books received by Tue Journar are acknowl- 
edged in this column. Selections will be made 
for more extensive review in the interests of 
Tue JourNAL readers as space permits. Books 
‘listed in this department are not available for 


e REDUCE INFLAMMATORY piace. Sua through the American Medical 
REACTION...SPEED 
Understanding Aphasia: A Guide for Family 
RECOVERY PROCESS and Friends. By Martha L. Taylor, M.A., Chief, 


: Department of Speech and Hearing Therapy, In- 
stitute of Physical Medicine and Rehabilitation, 

New York University—Bellevue Medical Center, 

e NOW, SIMPLE New York. Foreword by Howard A. Rusk, M.D 

- Institute of Physical Medicine and Rehabilitation, 
“ BUCCAL ROUTE New York University—Bellevue Medical Center 


| patient publication no. 2. Paper. 50 cents. Pp. 48, 
| with illustrations. The Institute of Physical Medi- 
cine and Rehabilitation, New York University 
ADMINISTRATION: VARIDASE Bellevue Medical Center, New York 14, 1958. 
. 


Young Endeavour: Contributions to Science by 


Buccal Tablets should be f6- Medical Students of the Past Four Centuries. By 
William Carleton Gibson, D.Phil., M.D.. C.M., 
tained in the buccal pouch Kinsmen Professor of Neurological Research, Uni- 
versity of British Columbia, Vancouver. With 
until dissolved. For maximum foreword by Sir Henry Dale, O.M. Cloth. $6.50. 


Pp. 292, with illustrations. Charles C Thomas, 

H . Publisher, 301-327 E. Lawrence Ave., Springfield, 
absorption, patient should Scientific Publications, Ltd... 2 
Broad St., Oxford, England; Ryerson Press, 


delay swallowing Saliva. Queen St., W., Toronto 2B, Canada, 1958. 
| 


| What to Know about Drug Addiction. By Harris 

. + Isbell, M.D., Chief, Addiction Research Center, 
DOSAGE: One tablet four times National Institute of Mental He “7x Public Health 
. Service Hospital, Lexington, Ky. U.S. Department 

daily usually for five days. of Health, Education, and On . Public Health 
Service, National Institute of Mental Health of 


When infection is present, National Institutes of Health. Public Health Serv- 


ice publication no. 94. Revised edition. Paper. 15 


cents. Pp. 8, with illustrations. Superintendent of 
VARIDASE Buccal Tablets Documents, Govern. Print. Off., Washington 25, 
should be given in conjunc- 
: eas Cardiovascular Sound in Health and Disease. 
tion with an antibiotic such by Victor A. MecKusick, M.D., Associate Professor 
of Medicine, Johns Hopkins University School of 


as ACHROMYCIN® V Tetracy- Medicine, Baltimore. Comprehensive treatise, in- 


troduced by historical survey, illustrated mainly by 


cline with Citric Acid | sound spectrograms (spectral phonocardiograms) 


and supplemented by extensive bibliography, with 
section on respiratory sound. Cloth. $15. Pp. 570, 
| with 494 illustrations. Williams & Wilkins Com- 


Each tablet contains: pany, 428 E. Preston St., Baltimore 2, 1958. 
10,000 Units Streptokinase, Tuberculosis: Prevention and Control. By H. Ww. 


| Hetherington, M.D., M.R.C.P., Director of Clinics 

H of Henry Phipps Institute of University of Penn- 

2,500 Units Streptodornase. sylvania, Philadelphia, and Fannie W. Eshleman, 
| R.N., B.S. [Earlier editions entitled Nursing in 


| Prevention and Control of Tuberculosis.] Fourth 
CLederte) edition. Cloth. $6.50. Pp. 404, with illustrations. 
|G. P. Putnam’s Sons, 210 Madison Ave., New 


York 16; McAinsh Cc any, Ltd., Toronto, 
LEDERLE LABORATORIES ig insh & ompany oronte 


A Division of 
} Handbuch der Thoraxchirurgie (Encyclopedia of 
COMPANY | Thoracic Surgery). Dritter Band, spezieller Teil I. 
Pearl River, New York Herausgegeben von E. Derra. Bearbeitet von K. H. 
ib *Reg. U.S Pat. Off. Bauer et al. [In German and English ] Cloth. 470 


Streptokinase-Streptodornase Lederle marks; subscription price 376 marks. Pp. 1186, 
with 741 illustrations. Springer-Verlag, Heidel- 
berger Platz 3, (1) Berlin-Wilmersdorf (West 
(Continued from page 112) WANTED OPHTHALMOLOGIST IN NORTHERN Berlin); Neuenheimer Landstrasse 24, Heidelberg; 
midwest with Large surgical practice desires well trained ott » Jermanyv 5 
WANTED GENERAL PRACTITIONER TO TAKE associate; salary oat year; $18,000; then percentage. |< éttingen, Germany, 1958. 
over active general practice; staff privileges immedi- fox 6852 C, AMA. 
ately; available in two hospitals; Billings, Montana. Leitfaden der Blutmorphologie (Manual of Blood 
KBox 6753 €, % AMA; background information and CALIFORNIA MEDICAL BUREAU AGENCIES—FOR M hology). V I “die Sch lel. [In Ge 
ies tor sate. . Green Street, Pasadena, California, English and French. English and French transla- 
y ern u specialists ornia. I on. 
coring city of ,000; mites frem Los Angeies: im- Paper. 13.30 marks; $3.50. Pp. 53, with 18 illus- 
mediate percentage participation; senior partnership in WANTED — STAFF PHYSICIAN FOR PRIVATE 115 Thieme 
two years. Box 7130 C, % AMA. bed psychiatric hospital; well staffed with certified trations. Georg Thieme Verlag, Herdweg 63, 
ORTHOPEDIST — CALIFORNIA: AS ASSOCIATE TO Board men; excellent working conditions; located in (14a) Stuttgart, West Germany; [Intercontinental 
American Board orthopedist ; salary “open; must be large community in southwest; salary open. Box 7117 ©, | Medical Book Corporation, 381 Fourth Ave., New 
tourd Eligible; write in longhand of training, rank in © AMA. York 16], 1958. 
medical school, with names of references, age, weight, RADIOLOGIST — ASSOCIATE; OFFICE PRACTICE 
family and hobbies, Write: Box 7114 C, % AMA. ‘and local hospital: suburb contiguous to Boston; Board 3 aa 
WANTED — OPHTHALMOLOGIST; CERTIFIED OR Certified or eligible; financial arrangements leading Self-Destruction: A Study of the Suicidal Im- 
r to partnership. Send details to: Box 6958 C, % AMA pulse. By Beulah Chamberlain Bosselman, Profes- 
WANTED — YOUNG GENERAL PRACTITIONER; | °° of Psychiatry, College of Medicine, University 
Write: Box 7115 C, small town; central Mlinois: association with 35 year old | of Illinois, Chicago. Cloth. $4.75. Pp. 94. Charles 
man; established 6 years; new 12 room office; send de- | C Thomas, Publisher, 301-327 E. Lawrence Ave., 
WANTED—SI BOARD QUALIFIED; SINGLE tails first letter. Box 7126 C, % AMA. > 
man acceptable; fracture and urological experience Springfield, Ill.; Blackwell Scientific Publications, 
helpful but not essential; associate with older surgeon WANTED — THIRD OBSTETRICIAN-GYNECOLOGIST | Ltd., 24-25 Broad St., Oxford, England; Ryerson 
partnership after trial period, Box bein group located college town ir indiana: $15. 000 | Press, 299 Queen St., W., Toronto 2B, Canada, 
» Te start with wonderful future practicing 1958. 
PEDIATRICIAN—URGENTLY NEEDED BY EXPAND- with well trained men. Box 7122 C, 


ing group _in Kentucky town of 25,000; early partner- 
ship. Box 7100 C, % AMA (Continued on page 116) (Continued on page 116) 
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star on 
the Walgreen 
Christmas 
tree in this season 
of Good Will stands for the 
very special 
good-will that you, the 
Doctors of America, have accorded 
us through the years...For fifty-seven 
Christmases now 
we have serviced your prescriptions 
and have been the proud recipients of your 
faith and your confidence. We are honored in this, 


your trust. We pledge again, in this season of dedication, 


Our continued service...in the very highest traditions of 


4 


Pharmacy. 
...May we 


wish you 


and yours 


the happiest holidays? 
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ANESTHESIOLOGIST TO TAKE CHARGE OF DE- 
partment ; 225 bed hospital in New York State; arrange- 
ments open; furnish resume of experience. Box 7099 C, 
1A 

WANTED--GENERAL PRACTITIONER 48 YEARS OF 
age wants help, associate or partner; town of 1,000; 
good school and farming area; investigation welcome. C 
A. Heise, Jr., MD, Jewell, Lowa. Cc 


INTERNS AND RESIDENTS WANTED 


The x signifies a hospital approved for internships 
and the + approved for re. neies in specialties 
by the Council on Medical Education and Hospitals 
of the A. M. A. Consult Council’s approved list 
for types of internships and residencies approved. 


PATHOLOGY RESIDENCY — AVAILABLE JULY | 
1959; fully approved four year program in PA and CP 
550 bed general hospital plus 125 bassinets: three certi- 
fied pathologists; approximately 8,000 surgicals and 350 
autopsies; post-graduate university courses in pathology 
required during residency; first year salary $275 plus 
full maintenance; $35 extra if living outside hospital: 
second $325; third year $375; fourth year $400; only 
applicants of approved medical schools in United States 
and Canada will be considered. Apply: Director of 
Laboratories, Mount Carmel Mercy Hospital, 6071 West 
Outer Drive, Detroit 35, Michigan. Do 


RESIDENCIES IN PSYCHIATRY—UNIVERSITY OF 
Oklahoma Medical Center; three year approved Saintes 
provides broad experience in dynamic psychiatry wit 
intensive psychotherapy of in-patients and out-patients: 
physiological and pharmacological therapies; neurology; 
child psychiatry; social and preventive psychiatry; be- 
havioral sciences ; h lysis; psych tic medi- 
cine; residents participate in research and teaching: 
optimal supervision, excellent case material; complete 
curriculum; stipends first year $4,500; second year 
$5,000; third year $5,000; applications now being con- 
sidered for residencies beginning July, 1959. For details 
write: Louis Jolyon West, MD, Professor of Psychiatry. 
University of Oklahoma School of Medicine and Uni- 
versity Hospitals, 800 N. 13th Street, Oklahoma 
City 4, Oklahoma. D 


PATHOLOGY RESIDENCY—ANATOMICAL; 3 YEAR 
approval; 222 bed general hospital; 7100 surgical speci 
mens and 275 autopsies annually; 75% autopsy rate; 
closely supervised training; salary $315 to $570 monthly; 
depending upon year of training and number of depend- 
ents; Board approved training in clinical pathology 
available in affiliated hospital. Write: Chief, Depart 
ment of Pathology, Kaiser Foundation Hospital, 2425 
Geary Boulevard, San Francisco 15, California D 


INTERNAL MEDICINE RESIDENCY ONE YEAR 
clinic appointments. Apply: Charles L. Leedham, MD, 
Director of Education, Cleveland Clinic Foundation, 
2020 East 93rd Street, Cleveland 6, Ohio. b 


(Continued on next page) 


Each varicosity—each patient—is different 
... that’s the reason for the complete 


Kendrick Line of 


Basically Different 
Elastic Stockings 


There is a Kendrick Elastic Stocking for 
every varicose condition . . . from the mild- 
est to the most severe . . . for every weight 
of leg. 


Stocking construction is different — the 
knitting is different — the degree of pres- 
sure is different in each basic stocking to 
provide the proper support and greatest 
possible comfort to each patient. Prescribe 
the elastic stocking best suited to your 
patients from these time-tested lines: 
KENNIT: two-way stretch, full-fashioned 
elastic hosiery reinforced with fine cotton or 
nylon . . . for all except the most severe 
varicosities, 


KENLITE: a “fashion-wise” two-way 
stretch, sheer full-fashioned stocking, knitted 
entirely of fine, nylon-wrapped rubber yarn 
. . . for mild support and general use... 
practically unnoticeable. 


KENLASTIC ACCORDION-STITCH: 
one-way stretch elastic stockings available in 
varied degrees of support — light to heavy. 
Patented construction eliminates wrinkling 
and binding over instep and behind knee. 
The ultimate in fine craftsmanship. 

If you cannot get genuine Kendrick Elastic 
Stockings at your local surgical supply 
dealer, write us and we will tell you where 
they are available. 


JAMES R. KENDRICK COMPANY, INC. 
Philadelphia 44, Pa. — New York 16, N. Y: 


OVER A CENTURY OF EXPERIENCE IN KNITTED ELASTIC FABRICS 


J.A.M.A., Dec. 13, 1958 
(Books Received Continued) 


Handbook of Cardiology for Nurses: Heart Dis- 
ease and Its Treatment, the Patient and His Nurs- 
ing Care. By Walter Modell, M.D., F.A.C.P., Asso- 
ciate Professor, Cornell University Medical Col- 
lege, New York, and Doris R. Schwartz, B.S., 
R.N., Assistant Professor, Cornell University—-New 
York Hospital School of Nursing, New York. Third 
edition. Cloth. $4.50. Pp. 328. Springer Publishing 
Company, Inc., 44 E. 23rd St., New York 10, 
1958. 


Chemical Transformations by Microorganisms. 
By Frank H. Stodola. E. R. Squibb lectures on 
chemistry of microbial products presented at Insti- 
tute of Microbiology, Rutgers, State University of 
New Jersey, 1957. Cloth. $4.25. Pp. 134, with 
illustrations. John Wiley & Sons, Inc., 440 Fourth 
Ave., New York 16; Chapman & Hall, Ltd., 37-39 
Essex St., Strand, London, W.C.2, England, 
1958. 


Bailliére’s Pocket Book of Ward Information. 
Revised by Marjorie Houghton, M.B.E., S.R.N., 
S.C.M., Education Officer, General Nursing Coun- 
cil for England and Wales, London. Ninth edition. 
Cloth. $2.50. Pp. 216, with illustrations. Bailliére, 
Tindall & Cox, 7 and 8 Henrietta St., London, 
W.C. 2, England; [Williams & Wilkins Company, 
428 E. Preston St., Baltimore 2], 1958. 


Indians on Federal Reservations in the United 
States: A Digest. Billings Area: Montana, Wyom- 
ing. U.S. Department of Health, Education, and 
Welfare, Public Health Service, Division of Indian 
Health, Program Analysis and Special Studies 
Branch. Public Health Service publication no. 615, 
part 2. Paper. Pp. 17, with | illustration. Govern. 


Print. Off., Washington 25, D. C., 1958. 


Selected Materials on Staphylococcal Disease: 
CDC Training Program. U.S. Department of 
Health, Education, and Welfare, Public Health 
Service, Bureau of State Services, Communicable 
Disease Center, Atlanta, Georgia. Public Health 
Service publication no, 627. Paper, $1.25. Pp. 237, 
with illustrations. Superintendent of Documents, 
Govern. Print. Off., Washington 25, D. C., 1958. 


Courtroom Medicine. Compiled and edited by 
Marshali Houts. With contributions by John 
Adriani, M.D., and others. Cloth. $14. Pp. 511, 
with illustrations. Charles C Thomas, Publisher, 
301-327 E. Lawrence Ave., Springfield, Ill.; Black- 
well Scientific Publications, Ltd., 24-25 Broad St., 
Oxford, England; Ryerson Press, 299 Queen St., 
W., Toronto 2B, Canada, 1958. 


Postmortale Klinisch-chemische Diagnostik und 
Todeszeitbestimmung mit chemischen und _ physi- 
kalischen Methoden. Von Prof. Dr. med. F. 
Schleyer. Paper. 14.70 marks; $3.50. Pp. 64, with 
34 illustrations. Georg Thieme Verlag, Herdweg 
63, (14a) Stuttgart, West Germany; [Interconti- 
nental Medical Book Corporation, 381 Fourth Ave., 
New York 16], 1958. 


Physicians’ Handbook on Death and Birth Reg- 
istration. U.S. Department of Health, Education, 
and Welfare, Public Health Service, National Of- 
fice of Vital Statistics. Public Health Service pub- 
lication no. 593. Paper. 20 cents. Pp. 38, with il- 
lustrations. Superintendent of Documents, Govern. 
Print. Off., Washington 25, D.C., 1958. 


Uropepsia Determination as a Clinical Test: 
Studies in Gastrointestinal Diseases, Cholecysto- 
pathies, Diabetes Mellitus, and Some Other Dis- 
eases. By Teppo Vartio. Ann. med. int. Fenniae, 
vol. 47, supp. 27. Paper. Pp. 28, with 1 illustra- 
tion. Annales medicinae internae Fenniae, Kale- 
vankatu 11, Helsinki, Finland, 1958. 


Food and You. By Edmund Sigurd Nasset. B.A., 
M.S., Ph.D., Professor of Physiology, School of 
Medicine and Dentistry, University of Rochester, 
Rochester, New York. Everyday handbook, Second 
edition. Paper. $1.25. Pp. 166. Barnes & Noble, 
Inc., 105 Fifth Ave., New York 3, 1958. 


Patients, Physicians and Illness: Sourcebook in 
Behavioral Science and Medicine. Edited by E. 
Gartly Jaco, Associate Professor of Medical So- 
ciology, University of Texas Medical Branch, Gal- 
veston. Cloth. $7.50. Pp. 600. Free Press, Glencoe, 
Ill, 1958. 


Essentials of Human Reproduction: Clinical As- 
pects, Normal and Abnormal. Edited by Joseph 
Thomas Velardo. Contributors: Robert W. Brown, 
M.D., and others. Cloth. $13.50. Pp. 270, with 
illustrations. Oxford University Press, 417 Fifth 


Ave., New York 16, 1958. 
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Vol. 168, No. 15 
Ego Psychology and the Problem of Adaptation. 


By Heinz Hartmann. Journal of American Psycho- | 
analytic Association monograph series number one. | 
Translated by David Rapaport. Cloth. $3. Pp. 121. | 


International Universities Press, Inc., 227 W. 13th 
St., New York 11, 1958. 


Science and Education at the Crossroads: A | 


View from the Laboratory. By Joseph William 
Still, M.D. Introduction by Malvina Lindsay. 
Cloth. $3.75. Pp. 140. Public Affairs Press, 419 
New Jersey Ave., S.E., Washington 3, D.C., 
1958. 


Uber die Asphyxie der Frucht als Indikation zum 
Kaiserschnitt. Von P. Pankamaa und J. Terho. Ann. 
chir. et gynaec. Fenniae, vol. 47 supp. 76. Paper. 
Pp. 25. Annales chirurgiae et gynaecologiae Fen- 
niae, Kalevankatu 11, Helsinki, Finland, 1958. 


Essentials of Therapeutic Nutrition. By Solomon 
Garb, M.D., Associate Professor of Pharmacology, 
Albany Medical College, Albany, New York. 
Paper. $2. Pp. 147. Springer Publishing Company, 
Inc., 44 E. 23rd St., New York 10, 1958. 


Staphylococcal Hospital Infections: The Prob- 
lem is World Wide. By Howard H. Steel, M.D., 
and others. Paper. Pp. 22, with illustrations. Tem- 
ple University Medical Center, Philadelphia, n. d. 


Le syndrome tétanie. Par Th. Alajouanine, F. 
Contamin et H.-P. Cathala. Cloth. Pp. 279, with 
30 illustrations. J-B. Bailliére et fils, éditeurs, 19, 
rue Hautefeuille, Paris 6e, France, 1958. 


Science and the Detection of Crime. By C. R. M. 
Cuthbert. Cloth. $10. Pp. 244, with illustrations. 
Philosophical Library, Inc., 15 E. 40th St., New 
York 16, 1958. 


Anatomia dell’addome operato con appendice di 
patologia. Di L. Schwarz. Cloth. Pp. 274, with 
220 illustrations by author. Casa editrice L. Cap- 
pelli, Via Farini 6, Bologna, Italy, 1957. 


L’enfant aveugle: Education instruction, méde- 
cine, sociologie. Par P. Bailliart. Paper. 700 francs. 
Pp. 104. Gaston Doin & Cie, 8, place de l’'Odéon, 
Paris 6e, France, 1958. 


Doctor Squibb: The Life and Times of a Rugged 
Idealist. By Lawrence G. Blochman. Cloth. $5. 


Pp. 371. Simon & Schuster, 630 Fifth Ave., Rocke- 


feller Center, New York 20, 1958. 


Quistes hidatidicos del higado abierto en vias | 


biliares. Por Pedro L. Cereseto. Paper. Pp. 135, 
with 60 illustrations. [Lopez & Etchegoyen, S.R.L., 
Junin 863], Buenos Aires, Argentina, 1958. 


| 
Basic Clinical Parasitology. By David L. Bel- | 
ding, M.D. Cloth. $9. Pp. 469, with 118 illustra- 


tions. Appleton-Century-Crofts, Inc., 35 W. 32nd 
St., New York 1, 1958. 


Know Your Doctor: A Prescription for Happy 
Patient-Doctor Relations. By Paul E. Craig, M.D. 
Cloth, $3.50. Pp. 179. Exposition Press, Inc., 386 
Fourth Ave., New York 16, 1958. 


Chemistry for Medical Technologists. By Charles 
E. Seiverd. Cloth. $10.75. Pp. 465, with 64 illus- 
trations. C. V. Mosby Company, 3207 Washington 
Blvd., St. Louis 3, 1958. 


The Teaching and Learming of Psychotherapy. 
By Rudolf Ekstein, Ph.D., and Robert S. Waller- 
stein, M.D. Cloth. $6.50. Pp. 334. Basic Books, 
Inc., 59 Fourth Ave., New York 3, 1958. 


Emergency Childbirth: A Manual. By Gregory 
J. White, M.D. Paper. $3. Pp. 62, with illustra- 


tions. Police Training Foundation, 3214 Ruby St., | 


Franklin Park, IIL, 1958. 


Safari of Discovery: The Universe of Albert 
Schweitzer. By Herbert M. Phillips. Cloth. $4. Pp. 
271, with 9 illustrations. Twayne Publishers, Inc., 
31 Union Sq. W., New York 3, 1958. 


Epilepsy. By Manfred Sakel, M.D. With preface 
by Otto Poetzl. Cloth. $5. Pp. 204. Philosophical 
Library, Inc., 15 E, 40th St., New York 16, 1958. 


Contemporary Sociology. Edited by Joseph S. | 


Roucek. Cloth. $12. Pp. 1209. Philosophical Li- 
brary, Inc., 15 E. 40th St., New York 16, 1958. 


Philosophy of Atomic Physics. By Joseph Mudry. 
Cloth. $3.75. Pp. 136. Philosophical Library, Inc., 
15 E. 40th St., New York 16, 1958. 


‘ANTEPAR’ 


_‘ANTEPAR’ WAFERS 


(Continued from preceding page) 


ANESTHESIA RESIDENCIES ANNOUNCING TWO 
appointments for first year resident in anesthesiolo 
approved Department of Anesthesia, University 
tals of Clevelandt+, Ohio; beginning January 1, . 
for graduates of American Medical Association approved 
medical schools; stipend and other information may be 
obtained by writing Robert A. Hingson, MD, Director 
of Anesthesia, University Hospitals of Cleveland and 
Professor of Anesthesia, Western Reserve University 
School of Medicine, 2065 Adelbert Road, Cleveland ¢. 
Ohio. ) 


RESIDENCY IN PSYCHIATRY — UNIVERSITY OF 


flexible and varied programs; using facilities 

» general hospital and university; emphasis on 
dynamic psychiatry; research; psychotherapy and psy 
chosomatic medicine. Write: Kenneth E. Appel, MD, 
Professor and Chairman, Department of Psychiatry, 
University Hospital*+, 3400 Spruce Street, Philade! 
phia 4, Pennsylvania. I 


APPROVED THREE YEAR RADIOLOGY RESIDENCY 
4) bed general hospital and large out-patient service 


‘ANTEPAR’ TABLETS Pipers: 


in medical center; affiliations: University of Illinois, 
supplement therapy; Children’s Memorial, pediatric 
radiology; supervised by Dean's of Dlinois, Stritch and 
Chicago Medical Colleges. Apply: Manager, Veterans 
Administration Hospital, 820 South Damen, Chicago, 
Ilinois 


rmy 


-ROUNDWORMS IN ONE OR TWO DAYS 


| for “This Wo 


WEEK 


RESIDENCIES--MENNINGER SCHOOL OF PSYCHIA- 


three year progran va lat clinical and 
including psychothe yw and somatk 
t-patient and child psychiatry; at Ve 
ation, State and Menninger Hospitals 
ith Topeka Institute psychoanalysis; five 


tments combining residency and staff expe 


ard Eligibility available at staff salaries 
’ Menninger School of Psych T 


HOUSE PHYSICIANS AND INTERNS—WANTED FOR 
312 bed fully accredited JCAH genera 


proved 
excellet 


tor four internships; 12,000 adr 
ut clinical material and te 
$350, house physicians 


; openings for interns January | an 
maintenance; family housing available; 


Pittsbu 


reh. Apply: Assistant Administrator, 


land Hospital, Greensburg, Pennsylvania 


RESIDENT—50 BED GENERAL HOSPITAL; CENTRAL 


Florida ; 


nhecessa 


internist, 


open. ¢ 


ROTATING INTERNSHIPS 


$300 a month, plus maintenance; license 
ry; i general practitioner, pediatrici: 
eligible f license: salary 
sceola Hospital, Kissimmee, Florida b 


387 BED GENERAL HOS- 
ma 


pital; excellent training program 


medica 
Apply: 
Linden 


1 schools; $200 monthly; plus full 
Superintendent, Marvland Geners 
Avenue, Baltimore 1, Maryland 


(Continued on page 120) 
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4 ‘ ful suburb of 
dD 
hienance 
Hospital, 827 


clinical 
evidence 
from 


San Francisco, Cai., 

dune 21, 1956. 4. Bunim, J. J. 

et al.: Paper presented at the 

Annual Meeting, American 

Rheumatism Association, 

1958. 5. 


South Med 3. Bi: 
(August) 1958 


When you write your first prescription for 
DECADRON’, consider its remarkable 

record prior to its release. 

DECADRON (dexamethasone)—on a milligram 
basis the most effective of all anti-inflammatory 
corticosteroids — is a unique product of 
MERCK SHARP & DOHME, pioneer and leadez in 
corticos.eroid research. 

DECADRON was first synthesized in 1957. . . 

in June and August, 1958, impressive clinical 
reports were published and presented to the 


medica! profession’’***’. .. with thousands 
of cases sti!l to be published. 

But only now—more than a year since the 
first synthesis — DECADRON is being released 
for general practice. During that year 
DECADRON was undergoiiig comprehensive 
and rigorous clinical trials by leading 
investigators throughout the United States. 
More than 1,500 patients, with every known 
indication for corticosteroid therapy. were 
treated with DECADRON and observed closely 
for periods up to 12 months. After the 
completion of a thorough objective evaluation 
of all the preliminary clinical trials, DECADRON 
is ready for your prescription. 


Today you can prescribe DECADRON with 
confidence, because its outstanding 


- advantages have been substantiated by 


extensive and prolonged clinical trials. 


DIVISION OF MERCK & tne., PHILADELPHIA 1, PA. 
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et al.: Arthritis & Rheumatism 
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the crowning 
achievement of 

the first A 
corticosteroid 
decade 


DEXAMETHASONE 


to treat more patients more effectively 


Comprehensive and thorough clinical trials show that DECADRON on the milligram basis is the most 
effective of all oral corticosteroids ® DECADRON is virtually free of sodium retention, potassium 
depletion, hypertension, or edema ® DECADRON is virtually free of diabetogenic effect in therapeutic 
doses ® DECADRON has not caused any new or unusual reactions ™® DECADRON produces neither 
euphoria nor depression, but restores a natural sense of well-being. 


INDICATIONS: All allergic and inflammatory disorders amenable to corticosteroid therapy. CONTRAINDICATIONS; 
Herpes simplex of the eye is an absolute contraindication to corticosteroid therapy. DECADRON must be administered 
with caution in tuberculosis, other acute or chronic infections, peptic ulcer, osteoporosis, fresh intestinal anastomoses, 
diverticulitis, thrombophlebitis, pregnancy, and in the presence of psychotic tendencies DOSAGE AND ADMINISTRA- 
TION: Transfer of patients from other corticosteroids to DECADRON may usually be accomplished on the basis of the 
following milligram equivalence: 


one 0.75 mg. tablet of Decadron® (dexamethasone) replaces: 


Y 
One 4 mg. One 5 mg. One 20 mg. One 25 mg. 
tablet of tablet of tablet of tablet of 


methylprednisolone prednisolone 
or triamcinolone or prednisone 


hydrocortisone cortisone 


SUPPLIED: As 0.75 mg. scored pentagon-shaped tablets. Also as 0.5 mg. tablets, to provide maximal individualized 
flexibility of dosage adjustment, since many patients achieve adequate control even on lower dosage. 
Detailed literature is available on request. 


@DECADRON is a trademark of Merck & Co., Inc. 
© 1958 Merck & Co., Inc. 
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Comprehensive Medical Services 
Under 
Voluntary Health Insurance 


By BENJAMIN J. DARSKY, M.A., 
NATHAN SINAI, Dr. P.H., 
and SOLOMON J. AXELROD, M.D. 


Based on a close study of the Windsor (Ontario) 
Medical Services plan, this book offers an enlight- 
enifig discussion of the issue of extending volun- 
tary health insurance coverage to include physi- 
cians’ services outside the hospital. Careful exami- 
nation of the insurance plan itself and its effect on 
the patients and their physicians gives solid evi- 
dence that such coverage is not only desirable, but 
thoreughly practical. $7.50 
Through your bookseller, or from 
HARVARD 


University Press 
79 Garden St., Cambridge 38. Mass. 


M MASCARA 


— There are 


yp or any other 


harmful ingre- 

dients in May- 
belline. Made and packaged under the most 
modern sanitary conditions, Maybelline 
Mascara answers the question of a time- 
tested eyelash beautifier—used with com- 
plete satisfaction by millions of women for 
the past 40 years. 


WORLD'S 


ARGEST-SELLI MASCARA 


WHY BOIL? 


AVAILABLE 
IN 2 SIZES: 
Model FL-2, 


when you can sterilize 


FASTER and SAFER 
in the 


PELTON 


AUTOCLAVE 


elton & 


CHARLOTTE 3, 


So Easily Operated 


TRANSFER 

After loading, simply trans- 
fer steam from reserve to 
sterilizing chamber. In only 
a few seconds, temperature 
is attained. 


DISCHARGE 

When sterilization is com- 
pleted, discharge steam to 
condenser after closing 
transfer valve and crack 
open the door. 

UNLOAD 


In a minute or two entire 
contents are removed com- 
pletely sterile and dry. The 
autoclave is ready for sec- 
ond load. 


NORTH CAROLINA 


i ted in the Pelton time-saving Autoclave. 


6” x 12” sterilizing chamber 
e 


Model HP-2, 


tam 
Please send me more information and prices on model. 


HP-2 


8” x 16” sterilizing chamber : 
: 
See your dealer ; 


or send coupon. 


J.A.\iA., Dec. 13, 1958 
(Continucd from page 117) 


APPROVED ROTATING INTERNSHIPS—4; 312 bed 
fully accredited hospital; 12,000 admissions per year; 
good clinical material; excellent programs; openings for 
January | and July 1, 195%; $350 per month plus full 
maintenance; family housing available; suburb of Pitts 
burgh, Apply: Assistant Administrator, Westmoreland 
Hospital, Greensburg, Pennsylvania D 


tjoard approval; 387 
llent 


ical school; exce training ogram, plus field trip 
ot choice; beginning salary $225 per month and full 
maintenance. Apply: Superintendent, Maryland General 


Hospital, 827 Linden Avenue, Baltimore 1, Maryland. D 
A VACANCY EXISTS AT FORDHAM HOSPITAL FOR 
a resident in urology commencing on December 1, 1958; 
if interested in this vacancy, the physician should con 


tact: Dr. F. lL. Kapp, Medical Superintendent, Fordham 
Hospital, Southern Boulevard and Crotona Avenue, 
Bronx 58, New York, Telephone Cypress 8-4000 D 


OBSTETRICAL-GY NECOLOGICAL RESIDENCIES 3 
year Board approval; affiliated local medical school; 
excellent training and teaching program; plus field trip 
of choice; $225 beginning salary plus full maintenance 
Apply: Superintendent, Maryland General Hospital, 827 


Linden Avenue, Baltimore 1, Maryland 
APPLICATIONS NOW BEING ACCEPTED FOR FEL 
‘neral surgery established elinie of 32 


Montana city of 60,000; extensive sur 
general stipend. Address inquiries to 
eat Falls Clinic, Box 911, Great Falls, 

D 


Administrator, 
Montana 


INTERNSHIPS—JULY 1, 1959; APPROVED ROTAT 
ing; excellent salary; apartments available; near Phil 
adelphia ; xraduates approved medical schools or 
nee MG certification only. Apply: Norman W. Skillman, 

rector 


Chester County Hospital, West Chester, Penn 
Sylvania D 


MEDICAL RESIDENCIES—THREE YEAR APPROVAL; 
full 


year aMliation at university; also fleld trip of 
choice; $225 monthly plus maintenance. Apply: Super 
intendent, Maryland General Hospital, 827 Linden 
Avenue, Baltimore 1, Maryland D 


ONE YEAR ROTATING INTERNSHIP — AMA AP- 
proved; new program in community-teaching hospital; 
medical education and research department staffed by 
35 carefully selected physicians who provide bedside and 
lecture teaching in specialties; full time staff members 
in pathology, medical education, radiology, all of whom 
have university faculty appointments; all patients teach- 
ing cases; active service department and clinics for 
interns; courses available nearby graduate medical 
school; several conducted in hospital, tuition paid by 
hospital; interns invited twice monthly for Grand 
Rounds at outstanding New York Hospitals; hospital 
located 20 miles from New York City; limited vacancies 
for period July 1, 1959-June 30, 1960; $125 
and maintenance. Write: Charlies R. Ream, MD, Saint 
Elizabeth Hospital*, Elizabeth 2, New Jersey. Do 


IOWA CITY —PSYCHIATRIC RESIDENCIES ; DEPART 
ment of Psychiatry, University of lowa Medical Center; 


three year approved training; broad experience with 
ndults and children; community services, inpatient 
ane raining and all types of psychiatric 
t * supervision; Master of Science 
program for residents interested in academ und re 
search careers; salary levels $3,600 to 0; also 
available package plan covering five vears with 
periods of rotation in the Department of Psychiatry 
and the state mental hospitals and schools for mentally 
defectives; salary levels $6,750 to $9,150. For informa 
tion and application blanks, write: Paul E. Huston 
MD, Chairman, 


Department of Psychiatry, 500 Newton 
Road, lowa City, lowa I 


PSYCHIATRIC RESIDENCIES—3 YEAR APPROVED 
residency program in a university hospital; qualifying 
trainees for practice of general psychiatry and the Board 


examinations’ psychotherapeutic orientation but with 
complete coverage of pharmacological and physical 
therapies; curriculum and training includes behavioral 


sciences, neurology and psychosomatic medicine and 
may include child psychiatry, optionally; opportunities 
for participation in research; time off for personal 


therapy and/or psychoanalytic training which is avail 
able in Washington; salaries $3,000, $3,400, $4,000; 
cial career program; $5,000, $5,400, $6,000. Write: Dr 
lan Stevenson, Department of Neurology and Psychiatry, 
University of Virginia, Charlottesville, Virginia U 


HOUSE DOCTOR WANTED—FOR 152 BED GENERAL 
hospital, plus 36 bassinets; fully accredited by the Joint 
Commission on Accreditations of Hospitals; staffed by 
over 60 doctors; large out-patient service with a very 
active emergency room; plus a large maternity section; 
the hospital is located between two busy highways; plus 
many heavy industries; therefore, this brings about a 
considerable amount of accidents; house staff consists of 
four doctors rotating on different service each month 
gxood salary with excellent living conditions; preferably 


single doctors. Apply: Dover General Hospital, Jardine 
Street, Dover, New Jersey, attention: C Barker, 
Director. 


APPROVED RESIDENCIES AND ROTATING IN 
ternships tor graduates of approved medical schools in 
430 bed hospital; approved for 4 years in general sur 
gery, 4 years in pathology, 3 years in medicine; 3 years 
in urology, 3 years in ob-gyn; 3 years in radiology; 2 
years in pediatrics and 2 years in anesthesiology; rotat 
ing internship is for 12 months and includes medicine, 
surgery, Obstetrics, pediatrics and 2 months in specialty 
of intern’s choice; active training program, full time 
director of medical education; remuneration $200-275 
per month plus full maintenance. For further infor 
mation write: Director of Medical Education, Huron 
Road Hospital, Cleveland 12, Ohio. D 


APPROVED THREE YEAR RESIDENCIES IN PSY- 
chiatry—New GMA&S hospital, well organized teaching 
program; affiliated with Washington University Schoo! 
of Medicine; all types of psychiatric experience repre- 
sented; including supervised dynamically oriented psy- 
chotherapy, psychosomatic medicine, child guidance, 
etc.: approved training in psychoanalysis availabie to- 
cally; full time director of training is member of the 
American Psychoanalytic Association; attractive career 
residency program available; citizenship required. Write 
o: Dr. Bernard A. Cruvant, Veterans Administration 

Hospital, 915 North Grand Avenue, St. Louis 6, mi: 


(Continued on page 122) 
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THE HEART DISEASE PATIENT 
NEEDS RELIEF FROM 
EMOTIONAL 
STRESS 


ANXIETY INTENSIFIES the physical dis- 
order in heart disease. ‘““The prognosis 
depends largely on the ability of the phy- 
sician to control the anxiety factor, as well 
as the somatic disease.” 


(Friedlander, H. §.: The role of ataraxics in cardiology. 
Am. J. Cardiol. 1:395, March 1958.) 


Miltown 


meprobamate (Wallace) 


Available in 400 mg. scored and 200 mg. sugar-coated 
tablets. Also available as MEPROSPAN* (200 mg. 
meprobamate continuous release capsules). In com- 
bination with a nitrate, for angina pectoris: 
MILTRATE* (Miltown 200 mg. + PETN 10 mg. ). 


TRANQUILIZATION WITH MILTOWN en- 
hances recovery from acute cardiac epi- 
sodes and makes patients more amenable 
to necessary limitations of activities. 

(Waldman, S. and Pelner, L.: Management of anxiety 


associated with heart disease. Am. Pract. & Digest Treat. 
8:1075, July 1957.) 


Miltown causes no adverse effects on 
heart rate, blood pressure, respira- 
tion or other autonomic functions. 


WALLACE LABORATORIES, New Brunswick, N. J. 
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| re You Looking for the 
“Perfect” Sook on Surgery? 
Examine, Upou Publication, 
the New Srd Edition of 


TEXTBOOK OF SURGERY 


Edited by H. F. Moseley, M.A., D.M., F.A.C.S. 
Written by 40 Well Known Clinicians and Surgeons 


As you well realize, doctor, “perfection” is a nebulous, 


with the judgme nt of the individual. If your evalua- 


fresh, concise, up-to-date and well rounded, you must 
examine the new 3rd edition of TEXTBOOK OF 
SURGERY. 

For here is a surgical textbook that is truly up-to- 
date—that is well rounded without undue emphasis 
on the surgery of any one part of the body—that is 
copiously illustrated with over 700 text photogr: iphs 
and drawings and well over 100 color plates in a field 
where visual aid is so important. Integrating basic 
principles with clinically tried procedures, this book 


so that it can help you understand the thinking behind all 
types of surgery. 


surgeons and educators, the new 3rd edition of this popular 
book has been completely revised, expanded and brought up 
to date to include all the recent advances in surgery. Included 
in the staff of 40 contributors are 12 new contributors; the 
entire group worked as a closely knit team to produce a book 
strong in every area. 

The sections on surgery of the heart, great vessels and lungs 
have been completely rewritten and an important new chapter 
on “Pediatric Surgery” written by Dr. Harvey E. Beardmore 


The addition of new illustrations and new color plates which 
now total well over 100 make this the most profusely illustrated 
surgery book available today. 

Edited by H. F. MOSELEY, M.A., D.M., M.Ch. (Oxon), 
F.A.C.S., F.R.C.S. (Eng.), Assistant Professor of Surgery, 
McGill University; Associate Surgeon Royal Victoria Hospital, 
Montreal, Canada. Ready January, 1959. 3rd edition, approx. 
1174 pages, 6%” x 10”, 738 text illustrations, 108 color plates. 
About $17.00. 


At Your Favorite Bookstore or 
Cc Order on 10 Day Approval From 


Vv The C. V. MOSBY Company 


(Continued from page 120) FULLY APPROVED PSYCHIATRIC RESIDENCIES IN 
university teaching center; training includes work with 


tion of the “perfect” book on surgery is one that is | 


Edited by Dr. H. F. Moseley and written by 40 outstanding 


virtually unattainable state—a criterion that varies | 


gives you “reasons why” certain procedures are recommended | 


and Dr. Gordon M. Karn add much to the value of this revision. | 


3207 Washington Boulevard, St. Louis 3, Missouri 


| 
| 


| 
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RESIDENCIES AILLABLE; MODERNLY EQUIPPED Inpatients, Outpatients, adolescents, children, and psy- 

a: 516 bed G S fully approved Veterans Administration chosomatic problems ; experience in teaching medical 
bears Hospital + ; affiliated with Northwestern University Med- students; research opportunities available; psychoanal- 
ical School ; openings for residents in internal medicine, ysis, philosophy, neurophysiology, psychology, and other 
general surgery, pathology, physical medicine and re- relevant disciplines repre sented on the faculty; oppor- | 

habilitation, diagnestic and therapeutic radiology, neu- tunities available in Baltimore for personal analysis 

ropsychiatry, available January 1, 1959, and July 1, and psychoanalytic training Please write: Eugene B 

1959; must be citizens and graduates of approved Brody, M », The Psychiatric Institute, University of 

50 to $5,545 For information write: Maryland School of Medicine, Baltimore D 

° al Services, Veterans Administra- ATH _ 

tion Research Hospital, 333 E. Huron Street, Chicago 

11, Hlinois. D thology: 400 a hospital expanding to 800 beds by tate 

spring; approved medical technolo training school; 

ROTATING INTERNSHIPS AVAILABLE JULY |, 200 necropsies; 8,000 surgicals, 150-000 elinieo- patho- 

1959—St. Joseph’s Hospitals*+ and Dispensary, Pitts- logic examinations; medical photography; educational 

burgh, Pennsylvania: 200 bed general hospital; compe- program; staff of two Board certified pathologist and one 

tent staff men in ali specialties; one year of approved assistant pathologist; bacteriologist: 4-6 residents; sti- 

internship training and educational program; opportu- Apply: Leo Lowbeer, MD, FCAP. Hillcrest. Medical 

nities for rewarding staff positions; full maintenance and pend $2,400 plus full maintenance ineludine famit 

monthly stipend of $400; new modern apartment build- Seater’ Tulsa, Oklahom . D 


ing to accommodate married and single interns; only 
applicants of approved medical schools will be consid- HOUSE OFFICER INTE ae MEDICINE; AVAIL- 


ered. Send applications to: Dr. J. E. Weber, Chairman, able July 1, 1959; in a 650 bed hospital for long term 
intern Committee, St. Joseph's Hospital, 2117 Carson illness; affiliated with the University of Cincinnati, 
Street, Pittsburgh 3, Pennsylvania. D Cee ge ot seetieine; positions available are for one 
chief resident and three assistant residents; salary from 

RESiDENCY IN MEDICINE—POSITION AVAILABLE $400 to $500 per month, and full mainte nance; appli- 
January 1, 1959, for graduates of American Medical cant must be a graduate from a Class A medical col- 
Schools only; 625 bed hospital with large charity load lege and must have completed a minimum of one year 
and rotation ‘through the major sub-specialties. Address of internship in an AMA approved hospital. Write: Mr. 
inquiries to: Director of Post-Graduate Training, | M. P. Packwood, > ge a nt, Drake Memorial 
Tampa General Hospital, Tampa, Florida. D Hospital, Cincinnati 16, Ohio. D 


J.A.M.A., Dec. 13, 1958 


PSYCHIATRIC RESIDENCY VACANCIES AP 
proved three year regular residency in conjunction with 
Nerthwestern University medical school; extensive train- 
ing program in clinical psychology, vocational coun 
seling, social service, and related fields; salary range 
regular residents $3,250 to $4,165; career residents 
$6,505 to $9,890; hourly commuting distance from Chi 
cago; citizenship required. Write: Manager, Veterans 
Administration Hospital, Downey, North Chicago, 
Illinois D 


NEU ROLOG Y RESIDENCIES AND FELLOWSHIPS 
3 year Board approvalt+; Jackson Memorial Hospital, 
the primary teaching affiliate of the University of Miami 
School of Medicine, 900 bed general hospital with ac 


tive neurological teaching service; basic science train 
ing; active neuroradiology and neuro-ophthalmology: 
EEG and neuropathology training; stipend rst vear 
$2,500, second year $3,000 r year $3,5 with 
maintenance. Write: Dr Scheinberg, Jackson 
Memorial Hospital, Miami, 


RESIDENCIES IN PSYCHIATRY — DUKE UNIVER. 
sity; 3 year approved; complete patient and research 
facilities; closely supervised analytically oriented psy- 
chotherapy and somatic therapy; adult and children's 
OPD; training in psychosomatic medicine and neurol- 
ogy, minimum starting salary $3,000, plus room and 
board, uniforms and other financial aid. Write: Dr. 
Ewald W. Busse, Chairman, Department of Psychiatry. 
Duke University, Durham, North Carolina. dD 


ROT 


APPROVED INTERNSHIPS 
available July 1, 1959, in 222 
pitai* 
obstet 


+; also approved re er 
ries-gynecology, and path 
in general surgery; stipend, $ 


maintenance for interns; i 
dents; opportunity to work with Board men in all spe 
cialties. Apply: Director of Medical Education, St 
Francis Hospital, Honolulu 14, Hawau D 
GENERAL SURGERY RE SIDE NCY FULLY AP 
proved four year program affiliated wi si State 


University and Tulane Universi 
ary begins at $3,250 grac ling up to § 


are now being received duly en 
of United States, Write: Chief of Surgical Service, Vet 
erans Administration Hospital, 1601 Per ai do Street, New 
Orleans. Louisiana Dd 


INTERNSHIPS GENERAL ROTATING-—APPROVED 

1 hospital in San Francisco; large out 
ient and clinical serv 
plus maintenance; app 


pediatrics, surgery, intern medicine and 
obstetrics-gynecology. Con t: Director of Medical Edu 
cation, St. Luke's Hospital, 1580 Valencia Street, San 
Francisco, California. D 


PATHOLOGY--PATHOLOGIC ANATOMY ; 200 BED 
ge ne ral hospital*+; large easte itan area; 
oved; active university affiliat 1 including 
suching; available July, 1959-1960 


year of 4 or for beginning pathology 
resident; good salary; shane personal supervision. Apply 
6928 D, % AMA. 


TWO YEAR APPROVED PEDIATRIC RESIDENCY 
Northern California; organized te achi ng program with 
eight full time Board appointments 
available immediately and ¢ ear; California 
licensure eligibility required; salary $315 to $390. Con 


tact: Alexander King, MD, Chief diat ries Depart 
ment. Kaiser Foundation Hospits 1 Oakland 11, 
Calirornia. D 


APPROVED RESIDENCIES IN MEDICINE, PSYCHI- 
atry, pathology—Available January |, (959: 684 bed 
county hospital*+ near New York City; exceptional 
educational opportunity; only applicants who have com- 
pleted one year approved internships will be consid- 
ered; stipend $200 monthly plus complete maintenance. 
Apply: Superintendent, Bergen Pines County Hospital, 
Paramus, New Jersey. D 


+a 


RESIDENCIES—INTERNAL MEDICINE; ACTIVE 300 


bed genera! hospital; approved 3 year residency pro- 
gram; full time Board specialists teaching; salaries 
range from $315 to $415, depending upon year of train 
ing and family status; eligible California licensure 
Write: Director of Education, Kaiser Foundation Hos 
pital+, 280 W. MacArthur Blvd, Oakland 11, Cali 
tornia D 


ANESTHESIOLOGY RESIDENCY — APPROVED 2 
year residencies in busy 350 bed hospital associated with 
well known diagnostic clinic; thorough training in all 
Phases of anesthesiology combined with active daily 
teaching and research program; beginning annual sti- 
pend $2,700 with partial maintenance. Write: Director 
of Education and Research, Robert Packer Hospital + 
Sayre, Pennsylvania. D 


MEDICAL RESIDENCY FULLY APPROVED 
years; includes isotopes and* neurology; integrated with 
University of Iowa Hospitals; 90% autopsy rate: very 
active research program; full time supervision by nine 
certified internists with teaching appointments, and 
visiting university staff; 500 bed general hospital with 
40 residents; starting salary $3,200. Apply: Manager, 
Veterans Administration Hospital+, Lowa City, lowa. D 


APPROVED RESIDENCIES IN MEDICINE, PSYCHIA- 
try, pulmonary diseases; available 
1959; 684 bed county Hospital near New York City: 
exceptional educational opportunity; only applicants 
who have compieted one year approved internships will 
be considered ; stipend $200 monthly plus complete main- 
tenance. Apply: Superintendent, Bergen Pines ——. 
Hospital, Paramus, New Jersey. 


PEDIATRIC RESIDENT ARE YOU JUST GETTING 
out of Armed Fore 1ced a position until July 1, 1959; 
position in ch en ‘OP D immediately available due to 
uncontrolled circumstances; time available for study and 
— al research; minimum trainin requirement one 

y pediatric residency; salary $275-300 month. Con 
E. Batson, MD, University of Mississippi 

School of Medicine*+, Jackson, Mississippi. D 


PSYCHIATRIC RESIDENCIES AVAILABLE 1959; 
program approved for three comprehensive clinical 
and didactic instruction with close personal supervision 
covering inpatient, day hospital, outpatient, community 
and child guidance areas; program under a City 
General Hospitals. Address inquiries: Robert Barnes, 
MD. Greater Kansas City Mental Health "\ecodalion, 
2200 McCoy, Kansas City 8, Missouri. D 


(Continued on page 141) 
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new antibacterial 
new chemical entity 


...high in 
effectiveness 


...lLoW in side 
reactions 


ANEW 
BRIGHT 
SPOT IN 
ANTIBACTERIAL 
THERAPY 


MADRIBONT-*- — 2, 4-dimethoxy-6-sulfanilamido-1, 3-diazine 
ROCHE —Reg. U. S. Pat. Off. 


ROCHE LABORATORIES « Division of Hoffmann-La Roche Inc « Nutley 10 « N. J. 
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J.A.M.A., Dec. 13, 1958 


Out on Long Island one night, according to a 
friend’s report, a fast-moving automobile suddenly 
jumped the road, leaped over a couple of retaining 
walls, and rolled over on its back in an adjoining 
field. 

A highway policeman, hard on the speeder’s 
heels, pulled up beside the overturned car. 

“What in blazes d’ya think you're doing?” he de- 
manded. “You drunk or something?” 

“Cernly I'm drunk,” snapped the driver. “Whad- 
dya think I am—a stunt driver?” 

A young engineer, newly married, had been 
promptly sent off by his company to do a job in 
Alaska. To his delight, shortly after his arrival 
there, a package arrived from his adoring wife. 

“Here's a cozy sweater I knitted for you, darling, 
to keep you warm. Postage costs so much for every 
single ounce that I’ve cut off the buttons. Love and 
kisses. 

“P. S. The buttons are in the right-hand pocket.” 


The weary man had just settled down with his 
pipe and the evening paper. 
“Sam,” called his wife, “I’ve got a lot of things I 
want to talk to you about.” 
“Well, fine,” said her husband. “Usually you want 
to talk about a lot of things you haven't got.” 


A 12-year-old lad rushed home from a coed 
daycamp one afternoon, a new light in his eye. He 
made a bee-line for the telephone and dialed a 
number. 

“Hello,” he said. “Jane? Can you come to the 
movies tonight?” 

There was a moment’s silence, then a slightly 
crestfallen, “O. K. I'll call you tomorrow.” 

“Well, what was that all about?” asked his 
mother. “Who is Jane? And, by the way, dear, may 
I suggest it’s not very flattering to ask a girl out 
the same day you call. You ought to ask her some 
time in advance.” 

“Really?” asked the surprised boy. “How long in 
advance?” 

“Well,” smiled his mother, “if you wanted to see 
her tonight, you should have asked her yesterday.” 

“But, jeepers, Mom,” answered the boy. “I didn't 
even like her till this morning!” 


by E. K. H. 


The town’s most important citizen was being 
interviewed about soon becoming an octogenarian. 
“I'm sure our readers would like to know what 
exercises you use to keep fit,” suggested one re- 
porter. 
“Son,” was the answer, “when you're pushing 80, 
that’s all the exercise you need.” 
e 


From Chicago comes this story of two old friends 
meeting for the first time in years. 

“Well, how’s the world treating you?” asked one. 

“Oh, not so good,” was the answer. “My factory 
burned down, you know—just after my policy ex- 
pired, too.” 

“Sorry to hear that, Joe. How's the family?” 

“Well, my wife’s in the hospital, and that no- 
good son of mine ran away from home.” 

“Gee, that’s really tough,” his friend commiser- 
ated. “What about yourself—what are you doing 
now?” 

“Oh, same as always,” came the answer, “selling 
good-luck charms.” 


“Well, doctor, shall I tell the wife to pay 
up the delinquent insurance premiums?” 
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A NEW 
BRIGHT 
SPOT IN 
ANTIBACTERIAL 
THERAPY 


realistic therapy 


in pneumonia 


A 13-year-old girl 

with penicillin-yesistant 
pneumonia received an 
initial dose of 1250 mg 
Madribon, followed by 

625 mg daily. On the 

third day of Madribon 
treatment, the temperature 
returned to normal. X-rays 
showed marked improvement 
in the lung fieids. She was 
discharged eight days later.’ 


— 2,4-dimethoxy- 
6-sulfanilamido- 
1,3-diazine 
ROCHE —Reg. 
U.S. Pat. Off. 


Madribon, a completely new antibacte- 
rial, shows wide-spectrum activity 
against many common gram-positive and 
gram-negative pathogens, including 
staphylococci, streptococci, pneumo- 
cocci, E. coli, klebsiella and listeria. 

Low dose, 24-hour action. “The use of 
Madribon was very simple....”* A single, 
low dose of Madribon produces peak 
blood concentrations within 4 hours, 


maintains them at near-constant level 
for the next 24 hours.** 

Well tolerated. The incidence of side 
effects with Madribon is less than 2% in 
more than 7000 cases. Those reported 
were relatively mild — dizziness, nausea 
and vomiting. Because Madribon is ex- 
creted primarily as a highly soluble glu- 
curonide, there is little likelihood of crys- 
talluria or kidney damage. 


ROCHE LABORATORIES ° Division of Hoffmann-La Roche Inc « Nutley 10 + N. J. 
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WEIGHT REDUCTION: Obese patients may resist dieting) becaus 


hey fear I 
them hold the diet line by giving the 


oe the emotional security often involved in overeating. AMBAR helps 
bright@r outlook. WITHOUT JitTERS:| Methamphetamine, a potent cns augmenter, pro- 
n AMBAR, it is combinéd with jugt enotigh phenobarbital to prevent overstimulation. AMBAR 


EXTENTABS provide 10-12 hours of appetite awh ion in one controll¢dtrelease, extended-action tablet: methamphetamine hydrochloride, 
10.0 mg.; phenobarbital (1 gr.) 64.8 mg. AMBAR TABLETS fof conventi 


a more alert, 
duces less cardiovascular effect than someone 


al dosage or intermittent therapy contain methamphetamine hydro- 
chloride, 3.33 mg.; phenobarbital (14 gr.) 21.6 mg. ry H. ROBINS COMPANY, iNC., Richnjond, irginia, Ethical Pharmaceuticals of Merit Since 1878 


WEIGHT REDUCTION WITHOUT JI TERS AMBAR & 


nobarbdital 
TABLETS AND EXTENTABS®) 
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realistic therapy 
in otitis media 


The new antibacterial 
Madribon has achieved 
therapeutic success in 
65 of 72 patients with otitis gm 
media.’ Madribon proves 
highly effective against 
many gram-positive and 
gram-negative pathogens, 
A NEW including staphylococci, . 
streptococci, pneumococci, 
BRIGHT E. coli, klebsiella and listeria. 


SPOT IN 


Low dose, 24-hour action. 
ANTIBACTERIAL “The use of Madribon was 


THERAPY very simple. . . .”* A single, low dose 
of Madribon produces peak blood 
concentrations within 4 hours, 
maintains them at near-constant 
level for the next 24 hours.** 


adribon 


Well tolerated. The incidence of side effects 
with Madribon is less than 2% in more than 
7000 cases. Those reported were relatively 
mild — dizziness, nausea and vomiting. 
Because Madribon is excreted primarily as a 
highly soluble glucuronide, there is little 
sueneon’™ likelihood of crystalluria or kidney damage. 


= 2,4-dimethoxy- 
6-sulfanilamido- 
1,3-diazine 
ROCHE —Reg. 


U.S. Pat. Off. ROCHE LABORATORIES « Division of Hoffmann-La Roche Inc + Nutley 10 « N. J. 
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cond two tablets bedtime 


belladonna or barbiturates 


tablet td. with meals and 2 tablets 
Indications: duodenal and gastric ulcer « colitis « 


WALLACE | LABORATORIES 
New Brunswick, N 


_ operations today stem.from the i 
(18291894) and his assistant Anton 
( ( -1894) assistant Anton 


A NEW 
BRIGHT 


SPOT IN 
ANTIBACTERIAL 
THERAPY 


MADRIBON'™ 

— 2,4-dimethony- 
6-sulfanilamido- 
1,3-diazine 
ROCHE 
U.S. Pat. Off 


realistic therapy in 
respiratory infections 


A completely 
new antibacterial 


Low dose, 
24-hour action 
Well tolerated 


References: 1. E. H. Townsend and 

A. Borgstedt, Paper read at the Sixth 
Annual Symposium on Antibiotics, 
Washington, D.C., October 15-17, 1958. 
2. S. Ross, J. R. Puig and E. A. 
Zaremba, Paper read at the Sixth 
Annual Symposium on Antibiotics, 
Washington, D.C., October 15-17, 1958. 
3. W. A. Leff, Paper read at the 

New Jersey Chapter of the American 
Federation for Clinical Research, East 
Orange, N. J., September 17, 1958. 

4. W. P. Boger, Paper read at the Sixth 
Annual Symposium on Antibiotics, 
Washington, D.C., October 15-17, 1958. 


adribon 


TABLETS “SUSPENSION (teasp.) 
initially g.24h. initially 24h. 


ADULTS: 2 1 4 2 


CHILDREN: 20 Ibs 
40 Ibs 1 Vy 2 1 
80 Ibs 1 : 2 


The above dosage should be doubled in severe infections requir- 


ing more intensive therapy. Continue yy for 5 to 7 days, or 
until patient is asymptomatic for at least 48 hours. 


ROCHE 7 


Tablets, 0.5 Gm 
Suspension, 0.25 Gm/teasp. 


Caution: The usual precau- 
tions in sulfonamide therapy 
should be observed, including 
the maintenance of adequate 
fluid intake. If toxic reac- 
tions or blood dyscrasias oc- 
cur, use of the drug should 
be discontinued. As is true 
of all sulfonamides, Madribon 
is probably contraindicated 
in premature infants. 


ROCHE LABORATORIES « Division of Hoffmann-La Roche Inc + Nutley 10 + N. J. 
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HIGHLY EFFECTIVE CYCLIC THERAPY 


(norethindrone, Parke-Davis) 


In gynecological disorders amenable to progestational therapy, clinical 
effects of injected progesterone can now be produced by small oral doses 
of NORLUTIN. In amenorrhea, for example, 10-20 mg. daily for 5 days— 


after estrogen priming—will induce “...a prompt temperature rise and 


withdrawal bleeding 24-72 hours after medication is stopped.”? 


CASE SUMMARY’* Amenorrhea of four years’ duration in a 24-year-old married 
woman. A course of 10 mg. NORLUTIN, twice daily for five days, was followed 
after three days by menses. When no spontaneous menstruation occurred during 
the following 35 days, this treatment was repeated and again induced menses. 


INDICATIONS FOR NORLUTIN: conditions involving deficiency of progesterone such as 
primary and secondary amenorrhea, menstrual irregularity, functional uterine bleeding, 
endocrine infertility, habitual abortion, threatened abortion, premenstrual tension, and 
dysmenorrhea. 


PACKAGING: 5-mg. scored tablets, bottles of 30. 


REFERENCES: (1) Greenblatt, R. H., & Jungck, E. C.; ].A.M.A, 166:1461 (Mar. 22) 1958. (2) Hertz, K.; 
Waite, J. H., & Thomas, L. B.: Proc. Soc. Exper. Biol. & Med. 91:418, 1956. 
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BY MOUTH 


progestational agent 


with unexcelled potency 


and unsurpassed efficacy 
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HYSICIAN NEEDS SPECIAL 


x 


ROTEGTION, 


true | 
security 


can be yours with 
a plan tailor-made 
for your special needs 


As a physician, you know that only 
proper diagnosis and preventive meas- 
ures now can protect your patients’ 
future, and that you are especially 
qualified to offer this particular pro- 
tection. 


Similarly, as insurance specialists, 
the people of Mutual Benefit Life are 
unusually qualified to examine your 
present and coming needs and to pro- 
tect your future. More than a century 
of serving the medical professions has 
given us thorough experience concern- 
ing your particular circumstances. 

Mutual Benefit Life offers you 
TRUE SECURITY tailored to your 
career and to the future of you and 
your family. This plan will fit your 
particular earning curve which starts 
later, rises rapidly, declines sharply 
without the cushion of company bene- 
fits. Flexible Mutual Benefit Life plan- 
ning will take into account all such 
special considerations in giving you 
TRUE SECURITY. 

Ask your Mutual Benefit Life man 
about TRUE SECURITY. A person- 
alized, comprehensive plan can be 
yours today with the most liberal 
coverage in Mutual Benefit Life’s 113- 
year history—and at a new low cost. 


MUTUAL BENEFIT 


The LI Insurance Company 
for TRUE SECURITY 


THE MUTUAL BENEFIT LIFE INSURANCE COMPANY. NEWARK, NEW JERSEY 
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Takes the 
“spikes’ 
out of 
blood 


pressure... 


calms 
anxiety 


states... 


The Butisol component acts at once to produce its 
well-known quieting “daytime sedation.” And the 
small dosage of reserpine gradually builds up its 
tension-suppressing effect, without the disturbing 


side reactions of larger dosage. 


Quiescence is 


PINE 


use Butiserpine. 


Each tablet or teaspoonful of elixir contains: 
BUTISOL SODIUM® 15 mg. gr.) 


Butabarbital Sodium 
Reserpine 0.1 mg. 
Prestabs ” Butiserpine R-A (Repeat Action Tablets) 
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Infants with severe iron deficiency 
anemia have hemoglobin rises of 
10 to 31% in the first week after 
intramuscular injections of 
IMFERON.’ Rapid clinical improve- 
ment is shown by return of appe- 
tite, improved disposition, better 
color and gain in weight.’ 


Im feron 


INTRAMUSCULAR IRON-DEXTRAN COMPLEX 


(1) Wallerstein, R. O., and Hoag, M. S.: J.A.M.A. 164:962 
(June 29) 1957. (2) Gaisford, W., and Jennison, R. F.: Brit. M. J 
2:700 (Sept. 17) 1955 

Supplied: 2-cc. and 5-cc. ampuls, boxes of 4. Physician's direc- 
tions in every box. There are 50 mg. of elemental iron per cc. 
Request brochure NDA 17, imferon. 

IMFERON:® is distributed by Lakeside Laboratories, Inc., under 
license from Benger Laboratories, Limited. 
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A POINT OF VIEW IN ’55 

“At this time, it appears that the problem 

of antibiotic-resistant bacteria is the 

greatest fear in the future with chronic 
infections of the... urinary tract ...’? 


A POINT OF FACT IN ’58 

“... This prediction has proved 

to be correct for both gram-positive 
and gram-negative organisms.’ 


WITH ONE NOTABLE EXCEPTION 

. studies indicate that microorganisms, 
in vitro and in vivo, do not appear 

to develop resistance to FURADANTIN.”® 
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for acute and chronic 
genitourrnary tract infections 


FURADANTIN 


brand of nitrofurantoin 


AVERAGE FURADANTIN DOSAGE: In acute, complicated or refractory cases and in 
chronic infections—100 mg. q.i.d., with meals and with food or milk on retiring. 


REFERENCES: 1. Flippin, H. F.: Virginia M. Month. 82:435, 1955. 2. Caswell, H. T., et al.: Surg. Gyn. 
Obst. 106 :1, 1958. 3. Nesbitt, R. E. L., Jr., and Young, J. E.: Obst. Gyn., N. Y. 10:89. 1957. 


in development of A 
bacterial resistance with FURADANTIN ft 
NITROFURANS ...a new class of antimicrobials... 
neither antibiotics nor sulfonamides owl J, 


EATON LABORATORIES, NORWICH, NEW YORK 


{ 


epressio 


Clinically confirmed 


in over 2,500 
documented 


case histories'” 


CONFIRMED EFFICACY 


Deprol ® acts promptly to control depression 
without stimulation 


> restores natural sleep 
® reduces depressive rumination and crying 


DOCUMENTED SAFETY 


Deprol is unlike dmine-oxidase inhibitors 


®& does not adversely affect blood pressure 
or sexual function 


Pm causes no excessive elation 
& produces no liver toxicity 
> does not interfere with other drug therapies 


Deprol is unlike central nervous stimulants 
& does not cause insomnia 
produces no amphetamine-like jitteriness 
®& does not depress appetite 
> has no depression-producing aftereffects 


> can be used freely in hypertension and 
in unstable personalities 


bh bh 


d with b 


(2-diethyl 


Dosage: Usual start- 
ing dose is 1 tablet 
q.id. When necessary, 
this dose may be grad- 
ually increased up to 
3 tablets q.i.d. 


Composition: Each 
tablet contains 400 
mg. meprobamate and 
1 mg. 2-diethylamino- 
ethyl benzilate hydro- 
chloride (benactyzine 
HCl). 


Supplied: Bottles of 
50 scored tablets. 


thel ) 


1, Alexander, L.: Ch herapy of dep Use of mep 
hydrochloride. J.A.M.A. 166:1019, March 1, 1958. 2. Current p 


mann 
co-74608 


in the files of Wallace Laboratories. 


Literature and samples on request WALLACE LABORATORIES, New Brunswick, N. J. 
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WHY RISK DELAYED RECOVERY 
FROM 


Staphylococcic enteritis and other serious staph infections among 
hospitalized patients may be refractory to most antibiotics except 
CATHOMYCIN (novobiocin). For such infections, CATHOMYCIN consti- 
tutes an excellent antibiotic. It has an established record* of effectiveness 
against strains of organisms resistant to most other antibiotics. When 
administered in combination with other antibiotics, CATHOMYCIN may 
delay the emergence of resistant strains. 


CATHOMYCIN produces therapeutic blood levels quickly—usually main- 
taining these levels for 12 hours or more. The drug does not destroy 
beneficial intestinal flora. It is generally well tolerated and shows no 
evidence of cross-resistance with other antibiotics. 


CATHOMYCIN 


NOVOBIOCIN 


for staphylococcic septicemia, enteritis, postoperative wound infections and other 
serious staph infections. 


DOSAGE: Adults: CATHOMYCIN Sodium 2 capsules b.i.d. or CATHOMYCIN Calcium ‘ 
Syrup 4 teaspoonfuls b.i.d. Children: (up to 12 years) 2 to 8 teaspoonfuls daily in 4 S 
divided doses based on 10 mg. CATHOMYCIN per Ib. of body weight per day. 
SUPPLIED: Capsules sodium novobiocin, each containing the equivalent of 250 mg. 
of novobiocin—vials of 16 and 100—and as an orange-flavored syrup (aqueous 
suspension), in bottles of 60 cc. and 473 cc. (1 pint). Each 5 cc. CATHOMYCIN Syrup 
contains 125 mg. (2.5%) novobiocin, as calcium novobiocin. 
*Complete bibliography available on request. 


For Parenteral Therapy CATHOMYCIN 


G MERCK SHARP & DOHME Division of MERCK & CO., Inc., Philadelphia 1, Pa. 
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AMERICAN MEDICAL 
DIRECTORY 


=— Brings you over 100,000 changes of address since the 1956 (19th) Edition, with 

AZZ S data on an additional 19,000 new physicians. Also thousands of other changes 

Fp} SS in specialties and certifications by the Examining Boards for Medical Specialties. 

WO 

| ~HERE YOU WILL FIND 
COMPLETE AND 


ABOUT ALL THE 

THE 
STATES 


AND CANADA 


PRICE 


U.S. A. and POSS. . . . $35.00 
OUTSIDE U.S.A.&POSS. $38.00 


COUPON 


YOUR COPY! 


COMPLETE DATA ON 


260,000 
PHYSICIANS 


MAKE SURE OF 


a? Gentlemen: 


Enclosed is my remittance of $ 
for one copy of the 20th Edition of the A.M.A 
Directory. 


NAME 


ADDRESS 


ZONE STATE 
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ANESTHESIOLOGY KESIDENCLES APPROVED 2 
vear active teaching program with unusually wide clini 
cal experience; opportunities for clinica teaching and 
research appointments in hospital and medical college 
after completion of training. Write: C. M. Landmesser, 
MD, Director of Anesthesiology, Albany Medical Center, 
Albany, New York D 


RESIDENCY — TSTANDING SAN 
385 bed hospit: +; complete train 
year appro. xy and clini 


PATHOLOGY 
alif 


cal pathology; 2 full time pathologists; immediate va- 
cancy and one vacancy July 1, 19590; liberal salary 
Write Dr. D. A. De Santo, Pathologist, Merey Hos 
pital, San Diego 3, California D 


ANESTHESIOLOGY RESIDENCY APPROVED FOR 


two Years; opening for first and second year now avail 
able: 350 bed active surgical hospital; salary $150 and 
up depending on amount of previous residency training 
Apply: Director, Mount Zion ospiti al and Medical 
Center, 1600 Divisadero Street, San Francisco, Cali 


fornia 


RESIDENCILIES* + MODERN 236 BED BOGETTAL, 
charity service and clinics; general practice 2 
years; pathology 3 years; internal medicine eas 
rotating internships; full time director medical educa 
tion; stipend $250 first vear 75 housing allowance 
Write: Intern- Resident Committee, Cabell Huntingtor 
Hospital, Huntington, West Virginia. 


RESIDENCIES; 
neement with Univer 
opportunity for 


PITTSBURGH PSYCHIATRIC 
year approval; third year by arra 
sity of Pittsburgh Medical Schoo 


personal analysis exists; begin at $5,000 and up; full 
maintenance available; selections dei ne made now; 
residency starts July 1, 1959. Write: Superintendent, 
Mayview State Hospital, Mayview, Pennsylvania Db 


FULLY APPROVED; 
terans Adminisiration Hospital; 
jot ns Hopkins University and Universit 
Medical schools; internal medicine and general a Rery; 
tlary $5,250-$4,045 Address inquiries to 
Professional Services, Veterans Administration ‘Hospi: 
tal, Fort Howard, Maryland D 


BED 


APPROVED TWO 
al; broad clinical 


ANESTHESIOLOGY RESIDENCY 
program in 450 bed gene ral aoe 


d cal Superinten Gent i 
Co int y Hospital* +, San Jose-Los Gatos Road, San 
D 


California 


APPROVED ROTATING INTERNSHIPS—ONE YEAR 
internship; available July 1, 1959; 684 bed county hos- 
pital near New York City; exceptional educational op- 
portunity; only applicants of approved medical schools 
will be considered; stipend $100 monthly plus complete 
maintenance. Apply: Superintendent, Bergen Pines 
County Hospital, Paramus, New Jersey D 


ANESTHESIOLOGY RESIDENCIES APPROVED 2 
year active teaching program with unusually wide clin 
ical experience; opportunities f clinica teaching and 
research appointments in hos pita and diical colleg 
after completion of training. W ‘ M Landmesser 
MD, Director of Anesthesiology, Albany Medical Cent 
Albany, New York D 


APPROVED ROTATING INTERNSHIPS—ONE YEAR 
internship January |, 1959; 684 bed county hospital« 4 
near New York City; exceptional exceptional opportu - 
nity: only applicants of approved medical schools will 
be considered; stipend $100 monthi plus complete 
maintenance. Apply: Bergen Pines County Hospital. 
Paramus, New Jersey Do 


RESIDENCIES IN OBSTETRICS GYNECOLOGY Ar 


proved 250 bed general hospital in San Francisco; tw 
year approval; large out-patient department and clini 
service; stipend $525 per month first vear plus mainte 
nance, Contact Director of Medical Education, St 
Luke's Hospital, 1580 Valencia Street, San Franc 
California 


— ROTATING; EIGHT AVAILABLE; 
uly 1, 1959, in 330 bed modern general hospital« 
AWA AB stipend $200 per month plus full main- 
tenance: unusual opportunity to work with Board men 
in all specialties and includes staff teaching and reguiar 
conferences on all services. Apply: Director, The Niagara 
Falls Memorial Hospital, Niagara Falls, New York. D 


ANESTHESIOLOGY ONE OR TWO YEAR RESI 
deney fulfilling t reqt nents for the American 
toard of Anesthes K . fication; stipend first vea 
$2.400; second year $3 Write to: Dr. Leo 


Hand or Dr. Francis J. Audin, Department of Anes 
thesiology, New England Deaconess Hospital, Boston, 
Massachusetts D 


SURGICAL RESIDENT—LARGE COUNTY HOSPITAL; 
near New York City: available July |, 1959: excellent 
educational service; stipend $200 monthly plus complete 
maintenance; applicants must be graduates of approved 
medical schools plus one year approved internship. 
Apply: Superintendent, Bergen Pines County Hospital, 
Paramus, New Jersey D 


PEDIATRIC RESIDENCY SAN FRANCISCO; TWO 
year approval; full time staff Board Certified pediatri- 
cians in teaching program; active service 
in experience; appointments available 
California license required, Contact: Chief 
Depart wpe Kaiser Foundation Hospital* +, 
cisco 15, California 


CHIEF RESIDENT PHYSICIAN IN INTERNAL MEDI- 
cine—Approved service; available July |, 1959; to su- 
ervise house staff of 35 physicians; 684 bed county 
ospital; unusual opportunity for clinical experience; 
salary $300 monthly plus complete maintenance and 
uniforms. Apply: Superintendent, Bergen Pines Count 
Hospital, Paramus, New Jersey. rf 


MEDICAL RESIDENCY--APPROVED FOR 3 YEARS; 


available July 1; hospital affliated with Johns Hopkins | 


and University of Maryland; housing available for single 
and married residents ; American citizenship required; 
salary first year 0, second year $3,515, third year 
$4,165. Apply f, Medical Service, Veterans Ad- 
ministration Hospital+, Perry Point, Maryland. D 


APPROVED ROTATING INTERNSHIPS—!I YEAR 
proved internships starting July {, #959; 300 
general hospital; suburb of New York City; an 
educational program; salary $150 monthly plus com- 
plete maintenance. Apply: Administrator, Englewood 
Hospital, Englewood, New Jersey. 


The Care and Feeding 
of Baby Teeth 


For those months when baby is learning to chew: Gerber Junior Foods 
are ideally suited to help older tots and toddlers make the transition 
from strained to regular family table foods. Evenly minced texture 
is easy to manage. Particles are soft, yet have enough bulk to encourage 
chewing action ... pave the way for coarser foods. Brighter flavors 
appeal to awakening taste buds. Combination foods have more flavor 
interest ... prepare baby for more grown-up dishes. 


Gerber. Junior Foods 


FRUITS + VEGETABLES - SOUPS + MEATS - DESSE 
GERBER BABY FOODS * FREMONT, MICHIGAN 


ANESTHESIOLOGY IDENCY APPROVED TWO 
year integrated did ie and clinical program available 
now; complete maintenance and stipend. Apply: S. N 


RESIDENCIES IN SURGERY APPR nds ED 250 BED 
xeneral hospital in San Francisco; t 
large out-patient department and clinic ser 


per month first year plus maintenance. Contact Surks, MD, Chief of Anesthesiology, Long Island Jew 
Director of Medic Education, St. Lake's Hospital*+, ish Hospital, New Hyde Park, New Yo D 
1580 Valencia Street, San Francisco, California dD 


PRACTICE APPROVED: EXCELLENT RADIOLOGY RESIDENTS TWO OPENING S AVAII 
d ; EJ ble fo 

and training facilities in moder hospita 

pitale-+ Decks and 40 bassinets, monthly | medical schools only need appis” ADDI 
Write: Director of Medical Education, Oakwood Hos © AMA 

pital, 18101 Oakwood Boulevard, Dearborn, Michigan. D 


fully acer 


APPROVED 


WANTED MEDICAL RESIDENT; ROTATING IN- residency July bed general hospital; 
residency available January 1, 1959; internships suburb of New York. City: ‘catasy $200 monthly plus 
15 or January 1; 240 bed general hospital; complete maintenance; Apply: Administrator, Engle- 
175 to $200; full maintenance including fur- wood Hospital, Englewood, New Jersey. o 
apartment Apply: Intern and Resident seas 


mittee, Ravenswood Hospital, Chicago, Tlinois ANESTHESIOLOGY RESIDENCY APPROVED TWO 
FIRST YEAR SURGICAL RESIDENCY AVAILABLE $3,000 to $4,800 

ly 1, 1959 for graduate of approved school; who is thiy \ — Pott 
Teal in orthopedics; heavy traumatic service; fully monthly housing allowance Tile otter. 
approved four year surgical program, Apply: Director MD, Huron Road Hospital, Cleveland 12, Ohio I 
of Medical Education, Huron Road Hospital* +, — 
) 


land 12, Ohio WANTED—RESIDENT PHYSICIAN FOR 40 BED HOS- 
pital and clinic; starting salary $6.000 with complete 
APPROVED RESIDENCIES — INTERNAL MEDICINE maintenance; Texas license required: excellent oppor- 
in 827 bed general hospital; 412 beds of which are de- tunity for ad : West Texas. Box 
voted to medicine; affiliation with Western Reserve Uni- 7078 D. % AMA t: “ 
versity Medical School; salary $3,250 to $5,545. Write: ad 4 
Director of Professional Services, Cleveland Veterans 
Administration Hospital, Cleveland 50, Ohio D 


(Continued on next page) 
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FOR THE PHYSICIAN AND HIS PATIENTS 
WITH DRY, SENSITIVE SKIN...... 


NIVEA’ CREME 
NIVEA’ SKIN OIL 


and superfatted 


BASIS SOAP 


Trial supply on request 


LABORATORIES, 


SOUTH NORWALK, 


CONN., U. 


INC. 


MADE BY THE MAKERS OF ELASTOPLAST @®—THE ORIGINAL ELASTIC ADHESIVE 


NOW... meoco comBINES THE 
SIMPLICITY OF MODEL 50... AND 
THE UTILITY OF MODEL 50B... 
IN THE 


MODEL 


Provides electrical 
muscle stimulation, 
an adjunct therapy 
for sprains, strains, 
dislocations, other 
trauma of the mus- 
cle and 
skeletal 
system. 


$79500 
FREE TRIAL OFFER 


Medco Products Co. 
Mail Address: P. O. Box 3275-M 
3603 E. Admiral Pl. + Tulso, Oklahoma 


OC Please send Pad Placement Color Chart. 

C Please send MEDCOLATOR Model K with Recipro- 
cal Stimuletion for 30 day FREE trial. 

C Please send descriptive literature on MEDCOLATOR 
Model K. 


NAME. 


ADDRESS. 


STATE 
Serving the Profession Since 1932 


CITY. 


to Disco 


THUMB 
wal 


TRADE MARK 


URAGE 


SUCKING 
L BITING 


Recommend Thum—At All Drug Stores 


LOOK TO THE FUTURE 
BUY 


__U.S. BONDS 


FOR THE DOCTOR'S LIBRARY 


Sectional Bookcase 


On from 
Factory 40% Saving 
Buy p Mo to meet your 
immediate requirements 
and add sections as your 
library grows, We assume 
for match- 
ng 


Furnished in different de- 
signs, woods and finishes. 
Endorsed by over 250,000 


users. Write for catalog 
Dept. 45-1258 
Cc. J. LUNDSTROM 
MFG. 


Little Falls, N. ¥. 
Made for the better 
homes and offices 
since 1899 


| CONNECTICUT 


J.A.M.A., Dec. 13, 1958 


(Continued from preceding page) 


WANTED—TWO_ RESIDENTS FOR A TWO YEAR 
approved anesthesiology service for 400 bed teaching 
hospitals*+ in New York City; we require graduation 
from an approved Drs a school and an approved in- 
ternship. Box 7051 D, AMA, 


PATHOLOGY—FOURTH YEAR RESIDENT FOR JULY, 
1959, who could qualify for position of assistant path- 
ologist the following year; Chicago hospital, four years 

Box 


approved. residency; very active service; salary open. 
6990 D, 


% AMA. 


OPENINGS FOR THIRD YEAR LEVEL GENERAL 
surgery residency in a four year approved program to 
Freduatee of approved medical schools only. Reply: Box 
7035 D, 3 


OPENINGS FOR FIRST YEAR SURGICAL RESI- 
dency; four year approved program to graduates of ap- 
proved medical schools only. Reply: Box 7034 D, % 
AMA 


HOUSE PHYSICIAN—80 BED GENERAL HOSPITAL: 
60 miles north of New York City; 
$550 per month plus maintenance. A 
The Cornwall Hospital, Cornwall, 


WANTED RESIDENTS IN PSYCHIATRY; 
year approved residencies available; 
tal hospital, excellent teaching 
procedures, $5,280—$6,600. Box 69. 


RADIOLOGY RESIDENT FOR APPROVED PROGRAM 
at large teaching hospital beginning July 1, 1959. Con- 
tact: Medical Director, San Joaquin General Hospital, 
French Camp, Calitornia. vb 


immediate 
pply: 
New 


opening ; 
Administrator, 
York. D 


THREE 
large eastern men- 
program therapeutic 
56 D, % AMA, 


LOCUM TENENS WANTED 


WANTED-—LOCUM TENENS FOR DERMATOLOGIST’S 


Mice for six to eight weeks for February and March, 
1959; give qualifications and state salary expected. Box 
6984 G, % AMA. 


LOCUM TENENS WORK WANTED 


LOCUM TENENS WORK WANTED; 


assistant; industrial physician; ete.; all or part of peri- 
od December 1958 to July, 1959; completed 6 months 
pediatric residency. Dr. Janet, 25 Grampian Boulevard, 
Williamsport, Pennsylvania. 1 


SITUATIONS WANTED 


NEUROLOGIST: DIPLOMATE, PSY & NEURO; HAV 
ing completed training & fellowship, excellent hospitals 
& institutions; seeks permanent neuro position, prefer- 
ably with research; desires teaching, full or part-time; 
prefers Southeast or West Coast; middle 30's. Wood 
ward Medical Bureau, 185 No. Wabash, Chicago 1. I 


INTERNIST 
cardiology 
family; 
ing 
1959. 
cine, 


GENERAL PRACTITIONER 
tating internship; veteran; two years general surgery 
residency; seeks group, association with 
generalist; California license; coastal area; alifornia 


preferred; available July 1, 1959. Reply: te 7ido 1, 
% AMA. 


BOARD ELIGIBLE 


3; CURRENTLY IN 
fellowship; experie in private practice; 
publications; military service completed; seek 
location in northern midwest; available July 1, 

Richard R. Grayson, MD, Department of Medi 
Barnes Hospital, St. Louis, Missouri, I 


AGE 30; MARRIED; RO- 


OPHTHALMOLOGIST BOARD CERTIFIED; LEAD- 


ing university and residency training; two years past 
oo experience in large teaching institution; mili- 
tary service completed; desire to associate with senior 

private practice. fox 7154 1, § 


in 
MA. 


INTERNIST — CERTIFIED; H UNIVERSITY 
trained; currently on faculty of medical school; has had 
experience in private practice and industrial medicine ; 
desires association with hospital, clinic; military serv- 
ice completed. Box 4858 1, % MA 


AND IN- 


BOARD CERTIFIED GASTROENTEROLOGY 
ayo trained; 


ternal medicine; married; priority 
research ; fluoroscopy ; endoscopy : liver biopsy: univer 
sity faculty; desires full time association, pariness 
group or university United States. Box 6795 1, AMA 


CERTIFIED OPHTHALMOLOGIST AVAILABLE 
association with ophthalmologist, 
DNB; experienced private practice; 
relocation northeast or west coast; 
sidered. Box 7173 1, © 


MD, PH.D.—PHYSIOLOGY; 32; MARRIED; NO MILI- 
tary obligations currently interning desires research po- 
sition in experimental pharmacology and chemother- 
apy: industrial setting considered. 

17 


RADIOLOGIST—AVAILABLE 
tive change Certified ; 
ethical situation; 
Virginia but will consider 
AMA, 


FOR 

otolaryngologist ; 
family; 54; seeking 
solo opportunity con 


IN JANUARY; ELEC- 
mature; experienced; desires 
will invest if necessary; prefers West 
elsewhere. Box 7174 1, % 


INTERNIST — BOARD 
completed military 


ELIGIBLE; 31; MARRIED; 


service; desires immediate associa- 


tion with private medical group in the vicinity New 
York City, San Francisco or Los Angeles. Box 7168 L, 
% AMA. 

INTERNIST—SEEKS ASSOCIATION WITH INTERN- 
ist or specialist group in Minneapolis, St. Paul or Dal- 
las, Texas suburban areas; age 34; Board eligible; 
Mayo trained; two years in practice. Box 7146 1, % 
AMA, 


Public 
n Since 1926 


| 
| 

7 

x 

WITH RECIPROCAL STIMULATION 

; } 
de 3 é 

— 
i 

H ag We have many who would interest you. Write us. 

489 Fifth Avenue (Opposi brary) 


Vol. 168, No. 15 

INTERNIST TRAINING ALLERGY, GASTRO 
enterology; Board eligible; age 45; married; family; 

military service diplomate national Board; 
licensed New Jersey, } . Texas; desires location 

or association, Box 7148 I, % AMA 


SURGEON 30; MARRIED; COM- 
American Board orthopaedic surgery ex- 

association with indi- 
New Jersey or Connecti- 


ORTHOPAEDIC 
pleted Part I 
amination; available now; see 
vidual or group in New York, 

cut area mx 7157 I, AMA 


AND AVAIL- 
group in the 


DERM. BOARD ELIGIBLE 
family. Box 


able July, 1959; desire association or 
northeast, * midwest or west; early thirties; 
7141 I, % AMA 


PRACTITIONER — 28; FAMILY; OHIO 
desires solo or group practice 
leaving serv- 


GENERAL 
State University graduate; 
in midwest; preferably northern Illinois; 
ice August, 1959. Box 7150 I, AMA 


GENERAL SURGEON—BOARD ELIGIBLE; 48; FAM- 
ily; well trained; licensed New York and Illinois; de- 
sire association with croup, geri or solo; avail 

able immediately. Box 7142 1, AMA 


DIPLOMATE OF 
American Board; with university affiliation, would like 
position as radiologist in southern California hospital 
or clinic. Box 7166 1, % AMA 


THREE 


MIDWESTERN RADIOLOGIST 


ANESTHESIOLOGISTS FOR GROUP PRAC- 
tice; one diplomate; two board eligible; military obli- 
gations completed; availability at once; two months and 
five months respectively. Box 7176 1, % AMA 


GENERAL PRACTITIONER—30; COMPLETING MILI- 
tarv July 1959; desires west; midwest or Alaska; desires 
salary and eventual partnership or association; small 
or large city practice. Box 71 I, % AMA 


GENERAL PRACTICE SURGEON—46; DESIRES AS- 
sociation, individual or group; no obste tries; licensed 
California, New York. Box 7143 I, AMA 


PSYCHOANALYTICALLY ORI- 
psychotherapy, supervi- 
with clinic, group, 


PSYCHIATRIST—30; 
ented; experience in intensive 
sion, teaching: desires position 
association, private practice; ew WN Arizona, 
California; clinical psychologist Ph.D similar 
experience can accompany; available July, 1959 Sox 

7039 1, % AMA 


PEDIATRICIAN—BOARD ELIGIBLE; DESIRES ASSO- 
ciation with clinic or specialty group; university train 
completing year sub-specialty fellowship June 30, 1959; 
two years military service; age 30; married; east or west 
coast. Box 7125 1, % A . 


UROLOGIST—-BOARD CERTIFIED, VETERAN ; WELL 
trained and experienced in all phases of Genito-urinary 
surgery; desires partnership, group affiliation or oppor- 
tunity for solo practice: licensed Illinois, New York, 
California, Box 7128 1, 9 MA 


CERTIFIED; 29; 
termination of 


PEDIATRICIAN FAMILY; VET- 


eran; university trained; desires solo | 
practice for partnership with Board pediatrician(s) ; 
New York, New Jersey, Florida; available now. Box 


7086 I, % AMA 


AVAILABLE—AMERICAN BOARD SPECIALISTS TO 
head departments, join groups, etc. ; physicians for pri- 
vate practice, assistants or associates, industry, public 
health. Please write for recommendations. Shay Medical 
Agency, 55 E. Washington, Chicago. 1} 


WELL TRAINED THORACIC SURGEON AVAILABLE 
January Ist; three years’ training; general surgery; 
two years’ training, thoracic surgery, teaching hospitals. 
Medical Bureau, Burneice Larson, Director, 900 North 
Michigan Avenue, Chicago. I 


GENERAL PRACTITIONER—35; FAMILY; EXPERI- 
enced and well trained; wishes to practice in sthall 
town of two thousand or more with hospital facilities; 
will consider purchase. Box 7076 1, S AMA 


SURGERY DIPLOMATE, AMERICAN 
eligible; Board of Thoracic Surgery; 
licensed in Texas, Ohio, Louisi- 
MA 


THORACIC 
Board of Surgery; 
thirty-eight; married 
ana, Box 7055 1, A) 


PROFESSIONAL & TECHNICAL AIDES 


WANTED—TECHNOLOGISTS: (a) CHIEF MED TECH: 
gen hsp 300 bds; to $6000; resort, 
TECHS; fully apprv'd 

bds; ige N. Egil city. (c) CHEMIST: 
to ass’t chief chem. 5 bd med sch affil gen 
$5000; E. (d) MED TECH: reg'd, elig Cal: 


gen hep: to $5400; Cal city 150,000. (e) MED 
en INST doo: Mi a *’ d 300 bd gen hsp; to $5400 
coll city 75,000 id (f) CHIEF XRAY TECH: 


city 20,000; W. (g) MED 
eau vol gen hsp 200 bas: to $5400; resort twn 20,- 
000; MW. (h) LAB & XRAY TECH: 65 bd gen hsp: 
to $6000 or more; SW coll twn 10,000. (i) CHIEF 
MED TECH; apprv'd tech trng sch: 250 bd gen hsp, 


fully apprv'd; to $5400; univ, capital city 200,000: 
Mw. BACTERIOLOGIST; ass’t chief ‘bact 
w/steadily iner workload ; hsp expand’g to eventual 


800 bds; min $6000 
cal Bureau, 
Wabash, Chicago. 


; SW univ city. Woodward Medi- 
Woodward, Director, 185 


MEDICAL TECHNICIANS — WITH SPECIALIZED 
training in bacteriology and parasitoiogy for 355 bed 
general hospital with university affiliation; located 
lake shore suburb of Chicago; ideal working conditions ; 
no night or week end call; one month vacation; sick 
leave and insurance benefits. Apply: Personnel Director, 
Evanston Hospital, 2650 Ridge Avenue, Evanston, Illi- 
nois L 

WANTED — REGISTERED LABORATORY TECHNI- 
cian with training in routine laboratory tests, 
vate greup clinic in central Missouri; salary 
$400; depending on qualifications, excellent 
conditions. For further details, write: giving training, 
experience and personal data, to Box 7057 L, AMA 


HOSPITALS AND SANATORIA FOR SALE 


BRICK BUILDING — 24 ROOMS; 12.15 ACRES; 7 
mijes from town; about $20,000; southe m New Jersey 
near Delaware Memorial Bridge; 35, hey from Phila- 

delphia, Pennsylvania, Box 541% ¢ AMA. 


(Continued on page 149) 


Tycos Hand Model Aneroid 


So convenient— so easy to use 


TYCOS accuracy, ease of han- 
dling and durability have been 
famous with doctors for over half 
a century. 
Model Aneroid is accurate and 
durable as ever—and now it's 
even more convenient with 4 
important features—(1) Inflat- 
ing bulb and air release valve 
built into back of gage. (2) 
Balanced to fit comfortably into 
either hand. (3) New feather- 
touch valve control. 
stainless steel ball replaces old 
needle valve for easier opera- 
tion. (4) Single tube to arm 
bag with Luer lock fitting—you 


Taylor D MEAN ACCURACY F/RST 


The Tycos Hand 


Floating 


can hook cuff on arm before 
attaching gage. 


Accurate in any position. Ac- 
curacy assured as long as pointer 
returns within zero. Made en- 
tirely by skilled American crafts- 
men, the TYCOS Hand Model 
Aneroid carries the famous 
TYCOS 10-year triple warranty. 
Weighs only 18 ounces. With 
genuine leather zipper case and 
hook cuff, fairly priced at 
$47.50. At your surgical supply 
dealer's, or write Taylor Instru- 
ment Companies, Rochester, 
N. Y., and Toronto, Ontario. 
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HOW SUSAN KEPT BILLY 
FROM CRYING... 


He stopped whimpering when I pointed to the 
G-E monogram. Even in Billy's small world, 
these two letters stood for something familiar 
— something he saw on so many good 
things at home. Soon he was happily diverted, 


waiting for the doctor to check his radiograph. 


“DENERAL ELECTRIC 
Fatriciany 


Patients can tell the quality... 


but PATRICIAN’S modest price is your surprise 


Progress /s Our Most Important Product 
GENERAL ELECTRIC 


A glance at the familiar G-E nameplate fe//s 
people this is quality — but have you dis- 
covered Patrician’s remarkable value? Have 
you ever seen a low cost x-ray unit with all 
these features? Included are both fluoroscopic 
and radiographic facilities; 200-ma full-wave 
power; full-length 81” table; independent 
tubestand; recipromatic Bucky; rotating- 
anode tube and much more — all yours at a 
price competitive with other low cost units. 


MEET THE PATRICIAN PERSONALLY! 
Your G-E x-ray representative will be happy 
to introduce you to one in your area. Or write 
X-Ray Dept., General Electric Co., Milwau- 
kee 1, Wisconsin, for Pub. B-121. 


GENERAL @ erectare 


4 
- 
} 
j —. / 
J 
; . f Fe H 
WA 
OPERATION, 
Buy now 
for extra 
: 


Vol. 168, No. 15 


Wk 


+ 


; Arm & Hammer and Cow Brand 
% Baking Soda are pure Bicarbonate 
@f Soda, meeting all the require- 
ments of the U.S.P. XV. 


Two of medicine’s 
most familiar packages 
'...containing a remedy 

prescribed by generations of 
physicians...Sodium Bicarbonate U.S.P 


Church & Dwight Co., Inc. 


70 Pine Street, New York 5, N. Y. 
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He turns milligrams 
into medicines 


Judson Hoover, pharmaceutical chemist and germinator 
of ideas, works where two worlds meet. His task, with his 
fellow-scientists in Pharmaceutical Product Development 
at Wyeth, is to find ways to convert the discoveries of 
research into useful quantity drugs for medical practice. 


Since 1932, Judson Hoover has worked out the dose 
forms and processing techniques of many a compound 
that has become a standby in medicine. He starts with a 
laboratory formula in milligrams. 


To extend this formula to prescription use, Hoover plots 
(and often modifies) its reaction characteristics. He gives 
it stability under trying conditions of pressure, light, 
temperature, humidity, and physiology. He solves 
problems of incompatibility. He determines what dose 
forms are possible, and develops them. Where gastro- 
intestinal absorption is a factor, he provides answers. 
Frequently, to oral preparations, he adds color and 
flavor to overcome difficulties of patient acceptance. 


When all this and more is done, Mr. Hoover standardizes 
the ingredients and specifies the directions for manu- 
facture. He chooses the process and the equipment. 

Here again, he readily innovates. A new development 

in tableting machines owes much to his ingenuity. 
Producing multilayered tablets, it permits the pressing of 
incompatible substances without degradation. 


Like many other scientists at Wyeth, Judson Hoover is 
credited for ideas that have become an anonymous part 
of medical practice. These unsung contributions are fixed 
elements in the relationship between Wyeth and clinicians 
throughout the world. 


Wyeth 


Philadelphia 1, Pa. 
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NEW 


PRONOUNCED TAY-O 


(brand of triacetyloleandomycin with glugCOSAmine) 
y 


designed 
effective 
control 
common 


“TRADEMARK 


CLINICAL all Staph 
RESULTS adults children infections 


Cured 172 (80%) 14° (89%) 71 (88%) 
improved 28 (13%) 8 (5%) 7 (9%) 
Failure 17 (7%) 11 (6%) 3 (3%) 
Types of infecti gani : The majority of 


identified etiologic microorganisms were Staph. 
aureus and Staph. albus. Tao has its greatest 
usefulness against organisms such as: staphy- 
lococci (including strains resistant to other anti- 
biotics), streptococci (beta-hemolytic strains, 
alpha-hemolytic strains and enterococci), pneu- 
mococci, gohococci, Hemophilus influenzae. 


Per cent of “antibiotic-resistant’’ epidemic 
staphylococci cultures susceptible to Tao, and 
antibiotics A, B, and C.! 


% of Cultures Susceptible 
to 3.12 mcg./mi. or less 


REACTIONS: 

(a) adults (b) children 
Total—9.2% Total -0.6% 

(20 out of 217) (1 out of 167) 

Skin rash —1.4% Skin rash —none 

(3 out of 217) Gastrointestinal — 
Gastrointestinal — 0.6% (1 out of 167) 


7.8% (17 out of 217) 


There was complete freedom from adverse 
reactions in 94.5% of all patients. Side effects 
in the other 5.5% were usually miid and seldom 
required discontinuance of therapy. 


3 


stability in gastric acid - rapid, high and sustained blood lev- 
els + high urinary concentrations - outstanding palatability in a 
liquid preparation 


Dosage and Administration: Dosage varies according to the 
severity of the infection. For adults, the average. dose is 250 mg. 
q.i.d.; to 500 mg. q.i.d. in more severe infections. For children 
8 months to 8 years of age, a daily dose of approximately 30 
mg./Kg. body weight in divided doses has been found effective. 
Since Tao is therapeutically stable in gastric acid, it may be 
administered without regard to meals. 

Supplied: Tao Capsules —250 mg. and 125 mg.; bottles of 60. 
Tao for Oral Suspension—1.5 Gm.; 125 mg. per teaspoonful 
(5 cc.) when reconstituted; lly palatable cherry flavor; 
2 oz. bottle. 

References: 1. English, A. R., and Fink, F. C.: Antibiotics & Chemother. 
(Aug.) 1958. 2. English, A. R., and McBride, T. J.: Antibiotics & Chemother. 
(Aug.) 1958. 3. Wennersten, J. R.: Antibiotic Med. & Clin. Therapy (Aug.) 
1958. 4. Celmer, W. D., et al.: Antibiotics Annual 1957-1958, New York, 
Medical Encyclopedia, Inc., 1958, p. 476. 
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PRACTICES FOR SALE 


CALIFORNIA—SOUTHERN; COASTAL CITY: ACTIVE 
general practice; well contppee office, complete x-ray; 
reasonable rent; grossing $45,00 ; excellent year 
round climate; good hunting, fishing and boating. Box 
6298 P, A 


‘ALIFORNIA—INTERNAL MEDICINE; ALLERGY IN 
new Whittier Medical Center; gross over $60,000; al 
most new equipment with experienced registered nurse 
and secretary-receptionist; fine medical practice in pop- 
ulous Los Angeles suburb; ideal climate & community 
to work and live in; low down payment; practice to pay 
balance. Box 6983 P, % AMA. 


143) 


ANGELES AREA; Aue RATIVE 
$140,000 last year; can be in 
hospitals “and surgi 


CALIFORNIA—LOS 
practice; grossed over 
creased 40% if doing own surgery; 
cal privileges immediately available; $5,000 down and 
$1,000 monthly for a period of three years; principals 
only; illness causes me to sell. Box 7131 P, § MA 


DELAWARE — PRACTICE FOR SALE; 
community; 9 room masonry home with 
suite attached and equipped; healt - forces sale; 
mington, Delaware area. Box 717 P, % AM: 


GROWING 
5 room office 
in Wil 
A 


WELL ORGANIZED GENERAL PRACTICE 
grossing $40,000; fourteen room home-office, drugs, and 
equipment; three open hospitals; easy terms; will intro- 
duce; available June 1, Box 7081 P, % AMA 


INDIANA 


VERY LARGE 
pleasant climate; 


MONTANA LONG ESTABLISHED; 
1come general practice; all branches; 
waar nt open staff hospital where allowed to do all 
work ¢ — ; completely equipped office, i. e X-ray, 
wy, BMR, ete. ; clinic ty bu lding; ample 
; good schools; ¢ 

ties; ea terms; will introduce; sale or lease Box 

7087 P, AMA 
NEW JERSEY—NORTHERN; LUXURIOUS 6 YEAR 
old 5 room office, 4 bedroom home; wealthy community; 
near hospital; medical practice included; good loc 
tion for radiologist, otolaryngologist fox 7153 P, & 


AMA 


NEW JERSEY 
years pot ent os unlimited; 
pine ar four 
New ‘ juipment 
$29,500. Box 7127 P, % AMA 


NEW YORK—OPHTHALMOLOGY PRACTICE; WELL 
established; large office; unus ual opportunity for naa 
ture and capable man. Box 7163 P, % AMA 


GOING GENERAL PRACTICE 11 

3 bedroom brick home; knotty 
across river trom 
asking price, 


room office ; 
available; 


NEW YORK—SALE OR RENT WITH OPTION TO 
buy; excellent opportunit for the tollowing specialties 
cardiology, det orthopedics, psychia 

oxy, surgery; room brick 

bui ‘iding and 8 room split Syosset 

Island; formerly occupied by EENT rialist, 
available; excellent location ; convenient 
to everything. Mrs. S. R. Mantell, 311 So. Oyster Bay 
Road, Syosset. Walnut 1-4444 r 


PENNSYLVANIA GROWING GENERAL PRACTICE 
included in sale of large, new, custom built — 
office combination; southeastern Pennsylvania ; rLlege 
town; two hospitals; specializing. Box 7171 P, % “AM A 


SOUTH DAKOTA WELL ESTABLISHED 10 YEAR 
unopposed general practice south eastern South Dakota; 
20 miles from two large hospitals; 8 room 

equipped office, gross $40,000 first 
large bedroom home available; 
a <1 pi actice can pay; leaving for specialty 
Lox 7160 r % AMA 


GENERAL OR PEDIATRIC PRAC 
population town 12,000; drawing 
urea 20,000; modern 50 bed hospital; purchase new 
equipment modern office; hunting, fishing, water 
sports; will introduce, leave records; reasonable terms; 
¢ ash unnecessary ; leaving for residency July, 1959. Box 
7162 P, AMA 


WASHINGTON 


tice grossing $40,000; 


APPARATUS ETC. FOR SALE 


FOR SALE SANBORN VISO-CARDIETTE DIRECT 
Writer Electrocardiograph Instrument purchased new 
1948; in excellent working condition; only one service 
call for machine in ten years; price $250. Write or con 
tact: Charles H. Maly, MD, Sardinia, Ohio Q 


USED PHYSICIANS HOSPITAL AND LABORATORY 
equipment bought and sold; large stock on hand. Harry 
Wells, 400 East 59th Street, New York City 22, New 
York. Q 


LARGEST STOCK OF USED-RECONDITIONED AND 
surplus x-ray equipment in America; all makes and 
models of diagnostic and therapy units; delivered; in- 
stalled, guaranteed and serviced. Write for details of 
new deferred payment plan and new accessory price 
list: The Kramer X-Ray Company, Inc., formerly Med- 
ical Salvage Co., Inc., 217 E. 23rd Street, New York 10, 
New York. Q 


FOR RENT 


AND FREEZE?—LOCATE IN A MILD 
America’s fastest growing, most 
progressive unincorporated community; boating capital 
of the world, skiing, best hunting and fishing; high area | 
education level; new Burien Medical Dental Arts Cen- 
ter; central to business district and two new 80 bed 
hospitals; free nursery; ethical; 19,800 students in local 
school district; prestige building in central professional 
area. Write: 1804 South 107th Street, Seattle 88, Wash- 
ington. 
FOR RENT 


town; no physicians yet; 
Orland Park, Illinois. 


WHY BROIL 
year round climate; 


GROWING 
9-0121, 
= 


— TWO DOCTORS’ SUITES; 
information, call: Fi 


REAL ESTATE FOR SALE 
60 ACRES WITH 8 ACRE PRIVATE LAKE 30 FEET 


In Dermatoses and 
Otitis Externa. 


NEO-CORT-DOME 
foome ) 


LOTION 
Acid Mantie®—Hydrocortisone—Neomycin 


Note: 
Lotion is 
especially 
effective in 
hairy areas 
and tissue 


PH4.6 


provides enhanced topical benefits 
in antiinflammatory, antipruritic, 
antiallergic and antibacterial action. 
Restores normal skin acidity. 


Supply: 42% or 1% Hydrocortisone with 5 mg. per gm. 


Neomycin Sulfate in oz., 1 oz., 2 oz, 


4 oz. squeeze 


bottles. (Y2 oz. size has special soft plastic tip for easy 


EXCLUSIVE 


application of contents into external ear in ctitis externa.) 


Samples and literature available on request. 


LOOK TO THE FUTURE 
BUY 


deep; 1 mile from proposed expressway; 30 minutes from | 
Detroit when completed; beautiful building sites; won- 
derful place for a professiona] man to relax on week- 
ends; perfect seclusion. Owner, Frank Slaybaugh, 
Oakland Avenue, Pontiac, Michigan 


12 for $27. 50 

\)  \ 24 for $54.00 
REQUIRE NO IRONING . 
yet can ‘‘take’’ public laun- 
dering. 48’’ long; open full 
length. And theyre O.K. for 
X-ray. 

COUPON WILL SAVE YOUR TIME 


TECKLA GARMENT CO. 
P. O. Box 863, Worcester 1, Mass. 


' 

' Gentlemen: Please send the quantities of 
° TECKLA KRINKLE KIMONAS indicated 
: below. Send C.O.D. or Postpaid —__ 
: 


COLOR | BUST | QUANTITY: 
of TIES | measure wanted 


BLUE 42” 
WHITE 
PINK 60” 


SIZE 


SMALL 


13: LARGE 


NAME 
ADDRESS 


TECKLAS now “on duty” in 49 STATES 


stage on CASH 


SPECIFY 


FELSULES 


THE ORIGINAL 
CHLORAL HYDRATE CAP 


LYCORAL 
PERMITS FLEXIBLE DOSAGE 
NONALCOHOLIC PALATABLE 


} 


per.teaspoonful do 


NON-BARBITURATE 
HYPO-ALLERGENIC 


Fellows(@) léstagar 


pharmaceuticals since 1866 


Detroit * Dallas * Los Angeles 
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tha 
unidentified 
allergen 
may 
penicillin 


NEUTRAPEN 


(NEUTRAlizes PENicillin) (Penicillinase Injectable,* SchenLabs) 


the only specific 


for penicillin reactions 


Allergic reactions in patients with no 
history of penicillin treatment may be 
caused by penicillin taken in from 
non-therapeutic sources. Among occult 
sources of penicillin are: 

« milk and other dairy products— 

Roquefort or Bleu cheese— 

* vaccines including polio vaccine— 

dermatophytes— 


Safer penicillin therapy is now possible be- 
cause the early administration of NEUTRAPEN 
can effectively forestall serious reactions. It 
should be given, in mild as well as in com- 
plicated cases, as soon as the diagnosis is 
made. 


Unlike the antihistamines, ACTH or steroids 
which treat effects, NEUTRAPEN aborts peni- 
cillin reactions by counteracting their cause 
—it destroys the penicillin itself and is effec- 
tive in about 97% of cases. It acts rapidly: 
80% of patients obtain complete clearing of 
the reaction within 12 to 96 hours after a 
single injection.? 


NEUTRAPEN — 800,000 units I.M.—as soon as 
symptoms appear; may be repeated on the 
third day if response is not satisfactory. In 
anaphylactic reactions, epinephrine should 
be given and other supportive measures in- 
stituted immediately, followed by 800,000 
units of NEUTRAPEN intravenously and 
800,000 units intramuscularly. 


contraindications: None. 

side effects: Occasionally transient local sore- 
ness, erythema, and edema; rarely transitory 
chills and fever. 

supplied: 800,000-unit, single-dose vials of ly- 
ophilized penicillinase powder. Stable at room 
temperature in the dry state. 


*Zimmerman, M. C.: Clin. Med. 5:305, 1958. 


* PATENTS PENDING 
WEUTRAPEN® T.M. REG. U.S. PAT. OFF. 


SCHENLABS PHARMACEUTICALS, INC. 
NEwW YorRK 1, N.Y. 
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Greater comfort 


for postoperative 


and postpartum patients 


abdominal distention and urinary retention 
can often be prevented or promptly relieved 


—with less need for uncomfortable enemas and catheters 


Urecholine 


Chloride 


(Bethanechol Chloride) 


‘Urecholine’ helps restore normal function after surgery and childbirth 
by increasing the muscular tone of the gastrointestinal and urinary 
tracts. Postoperative “gas” pains can frequently be prevented or 
promptly relieved—with less need for uncomfortable enemas, intubation, 
and suction apparatus. Micturition is facilitated—without the 

discomfort and risk of infection inherent in catheterization. 


Administration and dosage: may be given prophylactically or 
therapeutically after surgery or childbirth. Usual oral dosage: 
10 to 30 mg. three or four times daily. Usual subcutaneous dosage: 
5 mg. three or four times daily. 
Other indications: gastric atony and retention following vagotomy 
and other surgical procedures; chronic functional urinary 
retention due to atony without obstruction; megacolon, including 
congenital megacolon (Hirschsprung’s disease); certain cases of 
paralytic ileus; to counteract side effects of antihypertensive 
ganglionic blocking drugs. 
Supplied: 5 mg. and 10 mg. tablets, bottles of 100: 
l-cc. ampuls containing 5 mg. 

Urecholine is a trade-mark of MERCK & CO., Inc. 


MERCK SHARP & DOHME, DIVISION OF MERCK & CO., INC., PHILADELPHIA 1, PA. 
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Abbott Laboratories 
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ent to prescribe 
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tube. The manufacturer’s 


labels are readily removable. 


Ames Co., Inc. 
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Averst Laboratories 


Baum, W. A., Co., Inc 
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Beauty Counselors, Inc. 
Bellevue Place 
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g an adequate supply for patients 
, Single dose squeeze bottle is especially 


Physicians Casualty Association of America 
Pitman-Moore Co. 
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Carnrick 


The new six-unit PRESCRIPTION PACKAGE of 


Clysmathane (Fleet) is more conven 
while assurini 

Disposable 

designed for self 

with prelubricated rectal 
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aqua, 37 ml. in single dose rectal dispenser. 
simplified method for the rectal adminis- 


nolamine (Theamin, Fleet), 0.625 Gm.; 
Prescription package of six individual units. 
Manufacturer’s label readily removable. 
Professional samples and literature on request 

c. B. FLEET CoO., INC. 
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phylline. Side effects, often associated 
with oral or parenteral administration, 
Dosage: One Clysmathane (Fleet) Unit 
as a retention enema before retiring or as 
directed. 

Composition: Theophylline monoetha- 
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SCHEDULING 


59 
DAILY LOG 
for 
PHYSICIANS 


A practical and easy-to-use financial record system 
designed specifically for your profession — pre 
ferred by thousands of physicians since 1927. Reg 
ular Edition, one 36 line page a day, one volume. 
dated for calendar year — $7.75. Double Log 
Edition, two facing pages of 36 lines for each day, 
two volumes, dated for calendar year — per set — 
$13.50. Satisfaction guaranteed 


THE COLWELL COMPANY 
236 University Ave., Champaign, tll. 
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Mutual Benefit Life Insurance Co. —— 


For the alleviation of symptoms 


bronchial asthma and the acute epi- 
sodes of heart failure, Clysmathane 


An advanced method of 
(Fleet) supplies speedy and therapeu- 
tically adequate blood levels‘) of theo- 


theophylline therapy 


with rectal administration 
in 


Intravenous blood levels 
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The Willows Maternity 


Sanitarium, Inc. 


Since 1905 


Competent. ethical services for expectant moth- 
ers, spacious recreation grounds. Patients ac- 
m cepted any time. Early entrance advised. Adop- 
tions through Juvenile Court. Rates reasonable 
= and adapted to patient's needs. Complete Medi- 
cal Staff. Address: 
MRS. DON D. HAWORTH, Supt. 
2927 Main - Kansas City 8, Mo. Tel. Westport 1-2104 


Health Publications 


Send for a free catalog listing publications of the American Medical 
Association dealing with community health, personal hygiene and sani- 
tation. Listed are posters, pamphlets and other publications of interest 
to the public. Help encourage the maintenance of good health in your 
community. 


American Medical Association, 535 North Dearborn St., Chicago 10 


OF... Fully Accredited 


NORTH SHORE 
HOSPITAL 


—for psychiatric treatment and research 


on the shores of Lake Michigan 
WINNETKA, ILLINOIS 


Care and 
treatment 
of emotional 


disorders 


Personalized Duplicate Receipt Book 


A complete cash control system for only $7.00. 
500 originals (perforated) 500 duplicates (per- 
manently bound). Each receipt personalized and 
numbered—fine sulphite bond paper. Send your 
card or letterhead. We will design the correct 
receipt for you and send for your approval. 


. 0. BOX 
ROBERT JAMES CO. BIRMINGHAM 7, ALA. 


BELLEVUE PLACE 


for 
Mental 


EDWARD ROSS, M.D., Medical Director 
BATAVIA, ILLINOIS PHONE: BATAVIA 1520 


Nervous and Diseases 


EMERGENCY 
OXYGEN and 


RESUSCITATION UNIT 
by McKesson 


A new, easily-portable, perfectly-balanced unit. 
Many outstanding safety and economy 
features. Uses either D or E size cylinders. 
New, improved flow-valve graduated with 
adjustable zero position, always indicates 
approximate flow rate. Impossible to open 
control-valve more than one turn. 

No danger of excessive flow-rate, 

should valve be left open when attaching 
full cylinder. Pin-indexed yoke precludes 
possibility of attaching improper gas. 

For resuscitation, squeezing re-breathing bag 
forces oxygen into patient's lungs. 


many other 
important 
features 


Rubber feet prevent 
marring any highly 
polished surface. 


Weight of stand 
ond valve complete, 
5% Ibs. 


Contact your McKesson Dealer or 
write us today for complete 
information, specifications and prices. 


EMERGENCY OXYGEN 
AND 


RESUSCITATION UNIT 
McKESSON APPLIANCE COMPANY ¢ TOLEDO 10, OHIO 


Protection against loss of income from ae- 
cident & sickness as well as hospital ex- 
pense benefits for you and all your eligible 


dependents. 


ALL 


COME FROM 


PHYSICIANS 
SURGEONS 
DENTISTS 


PHYSICIANS CASUALTY AND HEALTH 
ASSOCIATIONS 
OMAHA 31, NEBRASKA 
Since 1902 


“Handsome Professional Appointment Book 
Sent To you FREE Upon Request.” 
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danger signals in office practice 


decisions were his business 


The first warning of mental or emotional disturbance 
may come when a patient suddenly becomes confused and 
irascible after a lifetime of calm, decisive thinking. Pro- 
gression to a more serious condition is not inevitable. The 
episode can often be aborted with early Pacatal therapy. 
More normal behavior usually follows soon after Pacatal 
therapy, yet the patient remains fully alert. The mood- 
lifting effect and the relative absence of sedative action 
make this drug particularly useful in office practice. 
Pacatal is well tolerated. Side effects are few and gener- 
ally mild. However, like all potent ataractic agents, 
Pacatal should be used with close supervision of the pa- 
tient. Average dosage is 25 mg. three or four times daily. 
Literature available. 

Supplied: 25 and 50 mg. tablets in bottles of 100 or 500. 
Available in 2 cc. ampuls (25 mg./ce.) for parenteral use. 


for normalization ... not sedation 
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stuffy 


heads 


a leading 
decongestant — 


vasoconstrictor in a 
most convenient form — 
usually no sting... 
prolonged effect 


microspray tip 

unbreakable — no spill 

no fuss 

Neo-Synephrine relieves the discomfort of 
colds, hay fever and sinusitis promptly and 
safely without sting, drowsiness or tachycardia 
in virtually all patients. 


Neo-Synephrine is available also in 
%%, ¥2% and 1% solutions in bottles of 1 ox. with dropper. 


Neo-Synephrine (brand of phenylephrine) and 


Zephiran (brand of benzalkonium, as chloride, refined), 
trademarks reg. U. S. Pat. Off. 


im 
reater efficiency. 


two NEW prenatal supplements both especially for multiparas — 


(3 out of 4 prenatal patients?) 


Natalins Comprehensive 


Vitamins and minerals, Mead Johnson 


tablets 


. 12 significant vitamins and minerals 


Natalins Basic 


Vitamins and minerals, Mead Johnson 


tablets 


4 basic vitamins and minerals 


convenient one-a-day dosage 


two formulations to meet individual 
needs of your patients 


e the need of the multipara for supplemental 
nutrition may be greater... 


as successive pregnancies deplete her stores of 
nutrients— 

Anemia has been found to occur more frequently 
in multiparas than in primigravidas!— 

Natalins Comprehensive and Basic meet this need 
generously —iron (40 mg. per tablet), ascorbic acid 
(100 mg. per tablet) and calcium (250 mg. per 
tablet). 


76% of births in 1958 will be to multiparas? ... 


Probably 3 out of 4 of your pregnant patients have 
borne children previously. 


Mead Johnson 


Symbol of service in medicine ware? 


1. Traylor, 1. B., and Torpin, R Am. J Obst & Gynec. 61:71-74 (Jan) 1951 


2. Projected estimate based on data from US. Office of Vital Statistics 1951-1555, 
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